





THE LANCET 


A Journal of British anv foreign Medicine, Surgerp, Pbstetrics, Physiology, 
Chemistry, Pharmacology, Public Yealth, anv Hews, 





No. XVI. o Ten, IL, 1927. 
No. 5433. Vol. CCXIIL 





StH ANNUAL ISSUE 
WITH 53,000 NAMES, 2,200 PAGES 
giving a complete list of 
THE MEDICAL PROFESSION. 
Addresses : Qualifications : Appointments : Literary Work. 
1928. 


T HE MEDICAL 
Now in active preparation. 


FOR 
Medical Practitioners can secure a reserved copy on payment now 
of One Guinea. 


London: 7, Great Marlborough-street, W.1. 


()*FORD MEDICAL PUBLICATIONS. 


Ser PaGE 2. 


O* THE BREAST. 
By. DUNICAN C. L. FITZWILLIAMS, 
C.M.G., M.D., Ch.M., F.R.C.S. Ed. and Eng. 
Royal 8vo. 456 pp. 2 Plates, 166 Illustrations. 30s. net. 
Lancet.—" The book is packed with accurate clinical observa- 
tions and bears evidence throughout of extensive clinical experi- 
ence and wide reading on the part of the author.” 
Wm. Heinemann (Medical Books) Ltd., 20, Bedford-street, 
London, W.C.2. 


NOW READY. 


WV ODERN TECHNIQUE IN TREATMENT. | 
Volumes I., Il., and III. 
Demy 8vo, Cloth. Price 10s. 6d. net per volume. 
Postage extra, single volume 94., two volumes ls. | 


Tue Lancet Lrp., 1, Bedford-street. London, W.C. 2. 





Now REapy. 4/6 net. 
THE TREATMENT OF 


HRONIC DEAFNESS. 
BY THE ELECTROPHONOIDE METHOD OF 
ZUND-BURGUET. 

By GEORGE C. CATHCART, M.A., M.D. 
Consulting Surgeon to the Throat Hospital, Golden-square. 
Oxford University Press, Amen House, London, E.C.4. 


(FAs cea OF THE BREAST 
AND ITS TREATMENT. 
By W. SAMPSON HANDLEY, M.S., M.D. Lond., F.R.C.S. Eng. 
Second Revised Edition. With 82 Illustrations. Ws. net. 
Published for the Middlesex Hosp. Press by John Murray, London. 





Founded 1823. Registered as a Newspaper. Published Weekly. 


BY A. G. 
| 


DIRECTORY, 
| 





| 
| 
| 


Annual Subscription 
Inland £228. Abroad £2 108. 


TIMBRELL FISHER, 
M.C., M.B., F.R.C.S. 
INTERNAL DERANGEMENTS OF THE KNEE-JOINT. 
Their Pathology and Treatment by Modern Methods. 

With 79 Illustrations on 40 Plates. Demy 8vo. 12/6 net, postage 6d. 

ARCHIVES OF SURGERY :—" Throughout the book there is evidence 
of exhaustive investigation by the judicial mind of a trained surgeon 
o 


f wide experience. We cannot speak too highly of this valuable 
contribution to medical literature.” 


MANIPULATIVE SURGERY: Principles and Practice. 
With 62 Illustrations. Demy 8vo. 7/6 net, postage 5d. 


BRITISH JOURNAL OF SURGERY :—* Mr. Fisher does well to expose 
the principles of manipulation to light and reason.” 


London: H. K. Lewis & Co. Ltd., 136, Gower-street, W.C.1. 


JUST ISSUED 


SECOND (REVISED) EDITION 


Meeks “S$ APPLIED BIOCHEMISTRY 


KENNETH M. WALKER, F.R.C.S 


See Saunders’ Advertisement on Page 7. 
». 
M.A., M.B., B.C. 


BY Si 


DISEASES OF THE ‘MALE ORGANS OF GENERATION. 





Pp. 246. Coloured Plate and 78 Illustrations. 12s.'6d. net. 
THE ENLARGED PROSTATE. 
Pp. 212. Coloured Plate and 59 Illustrations. 12s. 6d. net. 


Oxford University Press. 


I 


Amen House, London, E.C.4, 


JISEASES OF THE RECTUM AND COLON 
AND THEIR SURGICAL TREATMENT. 
BY 
LOCKHART-MUMMERY, 
F.R.C.S.ENG., M.A., M.B., B.C.CANTAB., 


sl 


Senior Surgeon to St. Mark's Hospital. 
Over Two Hundred Plates and Illustrations. Price 25s. 


Bailliére, Tindall & Cox, 8, Henrietta-street, Covent Garden. 





Now Ready. 


THE CONDUCT or MEDICAL PRACTICE 


THE EDITOR OF “THE LANCET” and Expert Collaborators 


The book is a guide to the conduct of medical practice in all its shapes. 
deals with the medical career generally—with the circumstances which should 
influence the student’s decision to adopt one or other of its branches, and 


BY 
Se, oma 
x Al _ 
It AY, 
= at 
2 4 


with the various situations in which the medical practitioner is placed, both in 
the establishment of himself in a practice and in carrying it on with regard . 
for his public obligations and his professional responsibilities. 


Demy 8vo. Cloth. 348 pp. 


Price 10/6 net (postage 6d. extra). 


THE LANCET LTD., 1, Bedford Street, London, W-.C. 2 








“nis 





THE LANCET,] THE LANCET GENERAL ADVERTISER [Ocr. 15, 1927 











HEMORRHOIDS 


Among the remedies recommended for the treatment of hemorrhoidal affections, the Nohaesa 
preparations have met with a particularly favourable reception in the literature. 


NOHAESA (Homburg) 


(Camphorchloralmenthol) is disinfecting, astringent, and at the same time has a rapidly soothing effect 
upon itching. Nohaesa reduces the piles very quickly. It is absolutely innocuous, and does not soil 
the clothing. Available in tubes as an ointment and in suppositories. 








Literature on application to 


E. H. SPICER & CO., Ltd., 72, Wigmore Street, LONDON, W.1. 











ORDER ZOPLA STRAPPING—ALWAYS ! 


The one really satisfactory plaster, self-adhesive, does not 
irritate, has a powerful grip, so does not slip. On strong 
cloth and on felt, &c. 








SAMPLES ON REQUEST - ALL SIZES SOLD 








Seen Use also our Holland Strapping—still the best. 
LESLIES LTD., High Street, Walthamstow, LONDON, E.17. 








‘VALENTINE’S MEAT-JUICE 


In Hospital and Private Practice and in 
their own persons when ill, Physicians 
have demonstrated the power of Valen- 
tine’s Meat-Juice to Sustain and 
Strengthen the weakened Vital Forces 
when the Digestive Organs are Impaired. 


Debility, Exhaustion and Anaemia. 





Dr. Julian Calleja, Pres. Royal Academy of Medicine 
Madrid, Spain: “It is with the greatest pleasure that i 
inform you that I consider VALENTINE’s PREPARATION OF 
Meat-Jvuice to be of a very superior order for invigorating 
the nervous system, for which I use it myself, and prescribe 
it to my patients.” 


Ross H. Skillern, M. D., Laryngologist Rush Hospital 
for Consumption, Philadelphia, Pa.: “I, myself, had the Say] 
misfortune to be seized with an attack of Cerebro Spinal ev8UH of a Original DIRECTIO: meer 
Meningitis and after a critical illness recovered. My main- ng Meot One teaspoon 
stay during the atfack was VaALENTINE’s MeEat-Juice, and I he ts Juice oe ele of cold oF 


| ° : ; of 
can assure it materially aided in my recovery.” ns Selcuk cooeag 


For Sale by European and American Chemists and Druggists. 


VALENTINE’S MEAT-JUICE COMPANY 
Richmond, Virginia, U. S. A. 

















THE LANCET 



































No. 5433, LONDON, SATURDAY, OCTOBER 15, 1927. COXIII. 
THE WHOLE OF THE LITERARY MATTER IN THE LANCET IS COPYRIGHT, 

INGLEBY LECTURES on REVIEWS AND NOTICES OF SPECIAL ARTICLES. MEDICAL NEWS. 
Place-in-Family as a BOOKS. School Exclusion and University of London..... 841 
Factor in Disease. By The Health of the Nation. Closure for Infectious Selby War Memorial a 
G. F. STIL, M.D., LL.D 3y Lt.-Co KF. E. Disease : Rules for Action _ Hospital........... +. 829 

ai ae ee ae «MR Py oD. =n 817 = mene of Particular County Clare Hospital 

F.R.C.P. Lecture I.— _.. Diseases of the Heart. By Diseases ....... stssees 826“ Falling Down ’’...... 29 

(Mustrated).......6546+ 795 Fredk. W. Price, M.D... 817 bie Problem of Mt ae a pe General ‘ 
Cli » Médicale P Jisease. Imperial Socia OSDIR oc cccccccores 829 

LINACRE LECTURE on nigue : gy a lly Hygiene Congress: Reconstruction at 
Multiple New Growths. l’Appareil Urinaire. By Administrative Aspect of Edmonton ............ 833 
By J. A. Murray, M.D., Prof. P. Nobécourt..... 818 Social Hygiene ........ 829 Salary of Coroners........ 833 
F.RS 800 Plastic Surgery of the Head, London Medical Exhibition: Hunterian Society........ 841 

eg ee a Face and Neck. By H. Surgical Instruments.— Eugenics Society......... 841 
—— Lyons Hunt, M.D., Food Products and Phar- Society of Superintendents 
ORIGINAL ARTICLES a a 818 maceutical Preparations. of Tuberculosis Institu- 

G ; q Lehrbuch der Speziellen —Spas and Waters.— tiOMS .. 6... sees eeeeees 841 
astro-Jejuno-C athe Pathologie und Therapie Medical Publishers ..... 831 Medical Tour in France.. 841 
Fistulas. By der Inneren K rankheiten. The Motor Show ......... 833 People’s League of Health 841 
MacDOoNnALp, M. D. (tins By Prof. Dr. Adolph Ireland : Relief of the Poor Royal Northern Hospital 84 
trated). .sseeees -804 Strimpell. Vol. Il..... 818|_ in the Free State....... 834 Helping the Manchester 

Abdominal Lym p h o- Paris : The Duodenal Tube. ee Preyer rer ee 842 

anulomatosis Maligna —Congress of Public Radiological Societies. .... 842 
(Hodgkin's Disease), BY LEADING ARTICLES. cee Ena 835 University of St. Andtews 842 
F. PARKES WEBER, M.D., SCHOOLS AND INFECTION.. 819 Berlin: The Law against Society of Apothecaries... 842 

and O. Bopg, M.D.. 806 THE TEACHING OF SURGICAL | WVenereal Disease ...... 835 Royal Institution........ 842 

Compression Paraplegia. in BEM svi csccv cesses 820 A Hospital Sweepstake... 842 
Lymphadenoma. By A Critic or THE Jury | PUBLIC HEALTH SERVICES. '!opital Savings Associa- _ 

. AST anc BUOTEM 2 csceccccssoes 820| Reports of School Medical Jonations and B sauces. 842 
. 6. Licirefoo}, ‘MD. 807 mn Gitiers: “Cambetage--- | Remationy and Beyests 343 

Transient Paraplegia in ANNOTATIONS Northampton — Soke of Charing Cross Hospital 
Hodgkin’s Disease. w < . Peterborough.— ee 842 
DEVEREUX FORREST, A est - Country Anti ™ Rr re 836 Guild of St 1 uke aun . 843 
BUEN ecactevestessests 809 _ Rheumatism Campaign. 821 Infectious Disease i ; ost. ~ 

ie nfectious Disease in Graduates of the University 

Spontaneous or Forceps erence. in American g9,/ England and Wales .... 837| of Edinburgh ........ ” $43 
Section danas Hodgkin’s Lym pho- a Post-Graduate 048 
Sections. By M. SALMOND granuloma ............ 822 CORRESPONDENCE Ro ~s , ——— as 

MD. ’ 819 | The Lessons of the Caesarean Drainage of a Pelvic Abscess Royal National Orthopedic ‘ 

tial tal en ab nt di we Operation ............ 822) per Rectum (Mr. Frank Hospital ............., 843 
ay ee ae ee Vitamin D in Green Plants 822) Jeans) .........+-..05 g38|Seamen's Hospital at | 

ickness. y H. {Control of Hemorrhage Misleading Jualifications.. 838 .. Marseilles ...........-. 43 
ORIEL, Beet diwnd eens 811 During Tonsillectomy... 823 The Cuti- Diagnosis of Medic al Goling Soc iety.. 843 

The Use of Liston’s Long Thrombosis of the Splenic Scarlet Fever ......... 838 Fellowship of Medicine and 
Splint in the Treatment Vein in Childhood...... 23|Income-tax Assessments Post-Graduate Medical | 
of Fracture of the Femur. \A W - a Tour in Switzer- (Mr. W. R. Fairbrother) 838 Association.........+.. 43 
By ROBERT MARTIN, DUA hs ses bcav tries ee 824 The late Prof. Adrian a 
L.R.C.P.—(/llustrated).. 813) Hair. Dyes = Pee SA 824 I eters om eat ele eva 839 

— Syndromes in Pharmaco- > 4 ee een one NOTES, COMMENTS, AND 
|  Wedeevbewenenees 24 (Major P. effernan) .. i ABSTRACTS. 

MEDICAL SOCIETIES. _— : 

Royal Society of Medicine : THE SERVICES. ee 
War Section: Professionai MODERN TECHNIQUE IN “g JOHN P. STEEL, M.D... 845 
Opportunities of aoe TREATMENT. R “yes hea Le peer A Conference on Industrial 
Service Medical Officer.. 814|'CCXLV.—Treatment of omen teal “Medical WEES oo oes secsees oe Se 

Manchester Medical Lobar Pneumonia, NS ss cidaces ses 339 A Home for Children with — 
Society: Pituitary Broncho-Pneumonia, and ee Rheumatic Heart Disease 846 
a ee ea ee 815 pp nee ee Bn a OBITUARY Wanted, a Skeleton...... 846 

° neral Considerations. z 2 ; ; 

J ; m tr = ac "s n . ie By LESLIE B. CoLe, M.D.. Henry Brunton Angus, A Suction Pipette........ 846 
Manifestations of Gastro- Sada canteen sess $25) MS. FRCS. — (Wun 
intestinal Disorder ..... 815 acon eri dward Armstrong, °°) | Medical Diary ........... 843 

Brighton and Sussex NEW INVENTIONS. M.R.C.S. (With portrait) 349 Appointments .........-. 844 
Medico-Chirurgical The Wedgeway (A. Alfred James Meyrick Vacancies .......+++++++ 844 
Society: Electro- | Lowndes Yates, M.D., Paget, M.D., C.M.. .. 841 Births, Marriages, 
cardiography .......... 816 F.R.C.S.)—(CUustrated).. 816 William Smith Porter, M.D. 841 DEE wésrreeseeeueee 844 











NOTICE OF CHANGE OF ADDRESS 





28a, 





THE GENITO-URINARY MANUFACTURING CO., LTD., 


beg to intimate that their address is now 


Devonshire Street, W.I. 


Telegrams : CYSTOCOPE, WESDO, LONDON. 


Telephone : LANGHAM 3520 














THE LANCET, ] ‘ THE LANCET’ GENERAL ADVERTISER (Oct. 15, 1927 


OXFORD MEDICAL PUBLICATIONS 


Telegrams : 
OXUNIPRES, 
CENT LONDON 











Telephone : 
CITY 8960, 
Extension Dept. R 


BOOKS i 


JUST PUBLISHED. a 


























MINN SSS 





i THE PNEUMOTHORAX TONIC HARDENING OF THE | 
" AND SURGICAL TREATMENT OF COLON nt 
it PULMONARY TUBERCULOSIS = ‘ee — ft 
Hi ais deity . By T. STACEY WILSON, M.D. & B.Sc. (Edin.), i 
= By CLIVE RIVIERE, M.D. (Lond.), F.R.C.P. F.R.C.P. (Lond.). = 
= New (2nd) Ed. Pp. 330. 16 Plates. 9 Figs. 10/6 net. Pp. 230. 8/6 net. i 
im | 
iit 

i HEALTHY GROWTH a 
ti A study of the relation between the mental and physical development of adolescent boys in tM 
tl a public day school. nm 
= By ALFRED A. MUMFORD, M.D. i 
= With a Foreword by SIR ARTHUR KEITH, M.D., D.Sc., F.R.C.S. Mh 


i Pp. 368. 37 Illustrations. 16/- net. i 


i MALARIA IN INDIA CLINICAL RESEARCHES IN | 
E By Major-General SIR. PATRICK HEHIR, ACUTE ABDOMINAL DISEASE 


ii K.C.LE., C.B., C.M.G., M.D., F.R.C.P.E., | By ZACHARY COPE, B.A., M.D., M.S., F.R.C.S. 
Hl F.R.C.S.E., D P.H. (Camb.), D.T.M. (Liv. Univ.), | New (2nd) Edition. 








Pp. 232. 44 Illus. 10/6net. 
bn I.M.S. (Retd.) This Edition includes a New Chapter on ll 
i Pp. 510. 15 Col. Pl. 108 Figs. 42/- net. SHOCK and COLLAPSE. = 





IMU 


- THE TONGUE AND ITS DISEASES 


By D. C. L. FITZWILLIAMS, C.M.G., M.D., F.R.C.S (Edin. & Eng.). 
Pp. 528. 116 Illustrations. 6 Coloured Plates. 36/- net. 


THE DIAGNOSIS OF THE EAR, NOSE and THROAT 
PANCREATIC DISEASE in General Practice. 


An informal Guide to the Main Principles. 
By ROBERT COOPE, M.D., B.Sc., M.R.C.P. By D. A. CROW, M.B., Ch.B.(Edin.) 


Pp. 120. 5/- net. Pp. 160. 2 Col. Plates. 4 Illus. 10/6 net. 


A TEXTBOOK OF PSYCHIATRY THE THOMAS SPLINT 


For Students and Practitioners. And its modifications in the Treatment of Fractures. 
: By MEURICE SINCLAIR, C.M.G., M.B., 
GY Gissjuand RD GILLESPIE, MO(Glas), > | Ch.B(Edin) “Witha foreword by Sir ROBERT 
mH D.P.M.(Lond.) p JONES, K.B.E., C.B., F.R.C.S. 
p.182. 85 Illus., with X-Ray Photos. 3 Charts. 
Pp. §32. 18/- net. 15/- net. 
INTRACRANIAL TUMOURS, and some Errors in their Diagnosis. By Sir JAMES 
i PURVES-STEWART, K.C.M.G., C.B., M.D.(Edin.), F.R.C.P. Pp.220. 51 Illus. 12/6 net. 
| AN ILLUSTRATED GUIDE TO THE SLIT LAMP. ByT. HARRISON BUTLER, M.A., 
it D.M. (Oxon), M.R.C.S.(Eng.), L.R.C.P.(Lond.) Pp.158. 5 Col.Plates.. 158Illus. 30/- net. 
DISEASES OF THE NEWBORN. A Textbook for Students and Practitioners. By JAMES 
BURNET, M.A., M.D., F.R.C.P.(Edin.) Pp. 286. 6/- net. 
THERAPEUTIC MALARIA. By G. de M. RUDOLF, M.R.C.S., L.R.C.P., D.P.H., D.P.M. 
Pp. 234. 2 Col. Plates. 55 Figs. 12/6 net. 
CHRONIC RHEUMATIC DISEASES. Their Diagnosis and Treatment. By F. G. 
THOMSON, M.A.(Cantab.), M.D., F.R.C.P.(Lond.), and R. G. GORDON, M.D., B.Sc., 
i M.R.C.P.(Edin.) Pp. 210. 8/6 net. 


NEW CATALOGUE ON APPLICATION... . + ‘ = 


~The Oxford University Press 


HUMPHREY MILFORD Dept. R. (L.), Falcon Sq., London, E.C.1 


(Acd of sll Booksellers. 


SI iin 





= + 


SSeS === 











HUM 


SMMMs= 





allill 





=SS== 


SSS ll 


S SSIS 





=) —S SS 


=i 





————— 








THE LANCET, 





OctToBerR 15, 1927. 








Ingleby Ler sures 


PLACE-IN-FAMILY AS 
IN DISEASE. 
Delivered at the University of Birmingham 
By G. F. STILL, M.D. Cams., LL.D. Epry., 
F.R.C.P. Lonp., 


PROFESSOR OF DISEASES OF CHILDREN, KING 8 COLLEGE 
HOSPITAL ; CONSULTING PHYSICIAN, THE HOSPITAL 
FOR SICK CHILDREN, GREAT ORMOND-STREET. 


A FACTOR 


LECTURE I. 

THE progress of medical science in recent years has 
tended more and more to reduce the causation of 
disease to terms of bacteriology and biochemistry— 
and this with immense gain to mankind; but there 
are other factors which determine morbid conditions 
whether congenital or acquired, factors which being 
more shadowy and difficult to define lend themselves 
less readily to scientific study by the precise and 
accurate methods of the laboratory. Such an one is 
the influence, if any, of place-in-family, and the 
questions I have set myself to consider in these 
lectures are the existence and the nature of any 
causal relation between place-in-family and those 
abnormalities of function or formation which are of 
antenatal origin. In this definition | do not mean to 
include only those affections or conditions which are 
manifest at birth, such as congenital malformations, 
but also some which, alihough they may not make 
their first appearance until weeks, months, or even 
years after birth, seem nevertheless to have as their 
underlying cause an inborn vice, a sort of patho- 
logical predestination, which dates back to some 
antenatal period, for example, hypertrophy of the 
pylorus and probably some cases of epilepsy. 

In this first lecture I shall consider (1) what 
evidence there is for the general proposition that 
place-in-family is a factor in the causation of disease ; 
(2) what evidence there is of such influence in par- 
ticular affections belonging to the group just defined. 
Prof. Karl Pearson! in 1914 published a lecture 
On the Handicapping of the First-born, embodying 
statistics collected by himself and others with regard 
to various affections, mainly as indirect support for 
his earlier contention that the elder-born were 
specially liable to tuberculosis, insanity, and 
criminality. His point of view was chiefly the socio- 
logical and eugenic. The observations which will be 
considered in these lectures were made quite inde- 
pendently and indeed were almost completed before 
I was aware of Prof. Karl Pearson’s interesting 
papers, and they were made from a _ different 
standpoint. 

In seeking for light upon the obscurity of certain 
conditions of antenatal origin it seemed to me that 
if the impression gained from clinical experience as 
to influence of place-in-family were confirmed, this 
might be a step in the elucidation of their pathogenesis. 
I have therefore been collecting for several years 
statistics on this point from my own personal observa- 
tions, several of my hospital colleagues have kindly 
allowed me to make use of their cases also, and I am 
specially indebted to my revered and lamented 
friend, Dr. John Thomson, of Edinburgh, who 
generously furnished me with statistics which he had 
himself collected on this particular point but had 
not published. 


DEFINITION OF PLACE-IN-FAMILY. 
If the subject is to be approached with a view to 
pathology or pathogeny—and, indeed, from any 
point of view—it seems to me essential that the term 


‘Karl Pearson: On the Handicapping of the First-Born. 
London: Dulau and Co. 1914. Jide also the Supposed 
Inferiority of First- and Second-Born Members of Families, 
Statistical Fallacies. By T. B. Macaulay, F.1.A., F.A.S., Montreal. 





place-in-family should mean place in order of 
pregnancies, not merely place amongst live-born ; 
in other words, the order must include miscarriages 
and stillbirths. A first pregnancy—whether it results 
in a miscarriage, a stillbirth, or a live child—involves 
physiological and anatomical changes in the mother, 
some of which remain for years, if not permanently, 
so that a live-born child, the result of a second 
pregnancy following a miscarriage or a stillbirth, 
is not, even so far as the gross antenatal environment 
is concerned, the equivalent of a first-born; nor is 
there any reason to suppose that it is, so far as those 
subtler and more obscure influences are concerned 
which determine the course of development. If these 
influences have any special tendency to perversion in 
the first pregnancy they may be expected to show it at 
least as much in an aborted embryo or foetus or a 
stillborn child (in each of which, be it noted, abnormali- 
ties of development have been observed) as in a 
live-born ; and if this tendency to perversion is less 
in subsequent pregnancies then it is fallacious, for 
the purpose of this inquiry, to count as first-born the 
child which happens to be the first live-born when 
there may have been one or even several previous 
pregnancies ending in miscarriage or stillbirth. Most 
of the statistics which have been published in con- 
nexion with this subject ignore this point altogether, 
and are therefore of no value for my _ present 
purpose. 

The facts recorded here as to the order of preg- 
nancies were obtained almost invariably from the 
parents, nearly always from the mother, and nearly 
all the children to whom my statistics refer were 
under the age of 12 years. I had not gone far in this 
investigation before I learned that after a mother 
has had some live-born children she soon becomes 
forgetful of her past reproductive history, and the 
older her children the more likely she is to omit or 
misplace miscarriages or stillbirths. A history taken 
from an adult with regard to his mother’s pregnancies 
seems to me to be almost worthless ; many, probably 
most, adults have no knowledge whatever of the 
number or order of any miscarriages or stillbirths 
which the mother may have had, and consequently 
the place-in-family of adults is very liable to be 
stated inaccurately. For this reason the influence of 
place-in-family is best investigated with regard to 
children, and prov’ ded completion of family does not 
affect the problem to any appreciable extent—a point 
to which I shall refer later—statistics obtained thus 
will be far more reliable than any with reference to 
adults. 

In certain respects primogeniture is well recognised 
as involving special risks ; the mechanical difficulties 
of a first labour are the cause of various affections 
from direct trauma, from asphyxia, from hemorrhage, 
and so forth; the present inquiry is not concerned 
with these but only with the influence of primo- 
geniture in respect of conditions which are of ante- 
natal origin as already defined. 


INCIDENCE AND LIABILITY. 

It must be pointed out in the first place that 
incidence and liability are not interchangeable terms. 
Some confusion has arisen from lack of clearness on 
this point. For instance, to show that 40 per cent. 
of cases of congenital deformities are first-born, 
whereas only 20 per cent. are second-born, is not 
necessarily equivalent to showing that the first-born 
are twice as liable to these affections as the second- 
born; it is even possible that the very reverse might 
be true. The incidence of disease in relation to 
place-in-family tells us nothing about liability to 
disease in this respect, unless the incidence can be 
correlated with the number of pregnancies belonging 
to each place-in-family as found in the whole popula- 
tion, or, if this is impracticable—as it is—with the 
most reliable average for these numbers which can 
be obtained. 


It sounds plausible enough, as an argument in 


favour of the special liability of the first-born, to 





state that 40 per cent. of the cases of any particular 
Q 
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disease occur in the first-born; a form of state- 


| with this may be compared the proportion of each 


ment which George Eliot scathingly described as | place-in-family in a number of cases of any particular 


‘a statistical amount without a standard of com- | disease. 


rison but with a note of exclamation at the end.”’ 
e fallacy can be appreciated if one supposes a 
country in which the number of children in any 


Fig. 1.—Consecutive Private Cases (1000). 
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family was two; it is obvious that the occurrence of 
50 per cent. of the cases of any disease in the first- 


born would not in the slightest degree indicate any | 


special liability of the first-born. Moreover, supposing 
that a population consisted of 200 first-born, 120 
second-born, and 80 third-born, and that of the 
persons affected by a particular disease in that 
population 90 were first-born, 60 second-born, and 
50 third-born, so that of the 200 persons affected by 


the disease 45 per cent. were first-born, 30 per cent. | 


second-born, and 25 per cent. third-born; these 
figures of incidence so far from proving that the first- 
born are specially liable, and that the second-born 
are more than liable than the third-born, prove 
exactly the reverse, for when the figures are com- 
pared with those of the total population it is seen that 


Fic. 2.—Consecutive Private Cases, J. Thomson (1000). 
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of the first-born only 45 per cent. were affected, 
while of the second-born 50 per cent., and of the 
third-born 60 per cent. were affected. 

The method of comparison adopted in this 
imaginary case is the ideal way of ascertaining whether 
any particular place-in-family has any special liability 
to a particular disease, but it is obviously imprac- 
ticable; there is no means of ascertaining the number 
of persons in the whole population belonging to each 
place-in-family, and it is also practically impossible 
to know the total number of cases of any particular 
disease occurring in the population with reference to 
place-in-family. Another mode of comparison is, 
however, available. The proportion of each place-in- 
family in the general population may be estimated 
from a sufficiently representative portion of it, and 





Such a method is less accurate than the 
|former; it is difficult to be sure that any partial 
| figures are representative of the whole population, 
and in any series of cases of any particular disease the 
| accuracy of any generalisation as to the proportion 
| of each place-in-family will depend upon the number 
of cases collected, even if the fallacy of selective 
influences is eliminated. 





STANDARD PROPORTIONS OF PLACE-IN-FAMILY. 

| It is necessary, however, if we are to deduce 
| liability from incidence, that we should have some 
| reasonably reliable standard of comparison. Herein 
| lies one of the chief difficulties of this inquiry. Mis- 
| carriages and stillbirths are not recorded in official 
| registrations; even in hospital records there is often 
|/no note of miscarriages or stillbirths, or at best, a 
| note with no reference to their place-in-family unless 
the patient happens to be suffering from some disease 
in which the point is thought to be of importance. 
The readiest source to hand seemed to be one’s own 
| private case-notes, so I took 1000 consecutive cases 
| without regard to the reason of their being brought 
| for medical examination. The result is shown in 
Fig. 1. Dr. John Thomson took the same number 
| from his private records and obtained a result (Fig. 2) 
| which corresponds very closely with mine. The 
| striking feature of these curves is not merely the 
| predominance of the first-born which might be 
| expected, but the degree of this predominance. This 
|is so marked as to suggest that there may be some 
| fallacy; a comparison with other figures proves that 
| this is so. 

For another series of cases (Fig. 3) from private 
case-books, those of an obstetrician, I am indebted 
to Dr. Herbert Spencer. This comprises 1500 preg- 

| nancies, including, as do all the figures given in these 
lectures unless otherwise stated, miscarriages and 
stillbirths. The proportion of first-born is seen to be 
considerably lower than that obtained in the two 
previous series, and this is probably due to the elimina- 
| tion of certain fallacies which I shall mention later ; 
| it is, in fact, a nearer approximation to truth, though 


Fic. 3.—Pregnancies (1500 Cases). 
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still probably exaggerating the normal preponderance 
of the first-born. Evidence of this is, I think, avail- 
able ; official birth registrations in Scotland showed a 
proportion of first-born 21-6 per cent. As already 
pointed out, these statistics from birth registrations 
are inadmissible for determining the proportion 
belonging to each place-in-family inasmuch as they 
do not include miscarriages or stillbirths, but so far 
as my present point is concerned—viz., the proportion 
of the first-born—they have some small value, for 
it is obvious that if there is any live-born family 
the inclusion of previous miscarriages and stillbirths 
cannot do otherwise than reduce the proportion of 
first-born live children, so that any error in the 
proportion of first-born in such statistics must be an 
error of excess. 























| 








biennbantntis 








Tae Lancet,] PROF.G.F.STILL: PLACE-IN-FAMILY AS A FACTOR IN DISEASE. [Ocr. 15, 1927 7974 


ee 





‘ 1 








The exact amount of this excess it is difficult to 
estimate, but in a series of 800 live-born children it 
was found that inclusion of miscarriages or stillbirths 
made a reduction of 7 per cent. in the proportion of the 
first-born. Other similar figures might be quoted all 
subject to the same fallacy (at least there is no 
statement to the contrary) that they do 
not include miscarriages or stillbirths. This 
omission limits this value for my purpose 
to a vague and unreliable indication of the 


that in both these affections the percentage of first- 
born is just under 20 per cent., and that this curve 
slopes gradually and almost evenly downwards to the 
fourth or fifth pregnancy, after which there is a more 
sudden fall. The proportion of first-born is, in accord- 
ance with what might be expected—namely, slightly 


Fic. 4.—Broncho-pneumonia (400 Cases). 
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proportion of the first-born. I shall, there- 3st! 
fore, only mention some of the results 

obtained with reference to this particular 30 
place-in-family. Dr. Matthews Duncan,? Ws 25 
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from figures supplied by Dr. A. Mitchell, < 
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found the percentage of first-born to be 520 — 

















22-8; Karl Pearson, from much more recent O15 
figures (1911) also from Scotland, found that = 
the percentage was 21-6, and in another a2 10 


series from the poorest Glasgow population 5 
22-5. It would seem, therefore, that 41-75 
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per cent.—the figure obtained from statistics 
of 2000 private patients, by combining my 
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figures with Dr. Thomson’s—is much too 

high. The reasons of this, I think, are not far to seek. | 
In the first place, these records include many children 
brought because they were suffering from some 
condition in which, as I shall show, primogeniture is 
apparently a factor, and the proportion of these will 
therefore be much higher than in any statistics of | 
general population ; secondly, these records include a | 
large number of children brought for the very reason 

that they were first children, the mother’s inexperience 

has prompted her to seek medical advice for some 

difficulty of infant feeding or some slight ailment 

which in the sixth or seventh, or even the second or 


Fig. 5. 





Lobar Pneumonia (500 Cases). 
PLACE IN FAMILY 
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third, receives less anxious attention; and lastly, 
a fallacy probably slighter in degree, these statistics 
deal chiefly with families of the middle or wealthier 
classes in which the size of family is on the average 
less than amongst the poorer so that the proportion 
of first-born, and indeed of other early born children 
also, is increased. This last fallacy applies no doubt 
also to the curve which I have taken from an 
obstetrician’s private cases, and here also it is likely 
that a first pregnancy is more liable to be thought 
to require specialist’s care than the later ones. 

All these fallacies can, I think, be eliminated to a 
very large extent, if not entirely, by taking figures 
of some acute disease of what I would call ** neutral ”’ 
character, so far as place-in-family is concerned, a 
disease in which, owing to its acuteness or its alarming 
symptoms, medical advice is equally likely to be 
sought, whether it be the first child, or the only, or 
the late-born of a large family; and if these figures 
are derived from hospital practice where financial 
considerations have less influence, the elimination of 
fallacy will be still more complete. By ‘ neutral ”’ 
I mean diseases in which there seems to be no reason 
to expect that place-in-family would be a determining 
factor ; an assumption, I admit, bul one which seems 
to be jusiifiable in the case at any rate of such 
diseases as the two which I shall consider as typical 
of this category—namely, broncho-pneumonia and 
croupous pneumonia. In Figs. 4 and 5 it will be seen 














*7M. Duncan: Fecundity, Fertility, and Sterility, 1866. 
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lower than that given by birth registration statistics 
which, as already shown, err on the side of excess 
owing to the omission of miscarriages and _still- 
births. 

As a working hypothesis, therefore, I think it is 
safe to take these curves of acute disease of presum- 
ably neutral character as a standard of comparison 
for the various affections which are now to be con- 
sidered, and by combining these two series of 
statistics, so as to obtain larger figures (900) any error 
will be reduced and a curve obtained which 1 shall 
call the standard curve (Fig. 6), admitting that 


Fic. 6.—Standard Curve. 
PLACE IN FAMILY 
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13-4, 10-8, 7-5, 7°6, 3-9, 2-1, 1-7, 1-6, 1-1, 0°7, O-4, O-1, 0-0, 0-1, 


it is only a working hypothesis. If this standard 
curve represents approximately the place-in-family 
distribution of the general population, one would 
expect that any disease in which no special liability 
attaches to place-in-family would conform more or 
less closely to this curve. This is shown by the charts 
of two diseases selected at random from those in which 
there would seem to be no special probability of 
antenatal influence from place-in-family—viz., tuber- 
culosis and digestive disorders (Figs. 7 and 8). In 
both there is a gradual slope downwards from the 
first place, which in both approximates, as it does in 
the standard curve, to 20 per cent. 

Having now obtained what I believe to be a 
sufficiently reliable standard of comparison, I pass on 
to the consideration of certain affections which, so far 
as my evidence goes, seem to indicate some special 
influence of place-in-family. 


CONGENITAL HYPERTROPHY OF THE PYLORUS., 

This may be mentioned first, for there is, perhaps, 
no affection which shows more convincingly the 
influence of place-in-family. I have been able to 
collect from my own observation 300 cases, and in 
order to obtain a nearer approximation to accuracy 
by larger figures I have combined with these 
100 cases from Dr. Thomson’s records (Fig. 9). The 
proportion of first-born is remarkable ; it is 48-5 per 
cent., a proportion so far beyond any found in the 
charts shown above, and particularly so far in excess 
|of the standard that the element of chance can 
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hardly be considered, and one is driven to 
some causal influence of primogeniture. 
The steepness of the fall from first-born to second- 
born and later is a striking feature of this curve and | 
not parallelled, so far as I know, by any other con- | 
dition. The more importance may be attached to 
this curve because it is almost free from one fallacy 


assume 


Fic. 7.—Tuberculosis (500 Cases). 
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achondroplasia once (second child), congenital heart 
disease once (sixth child), and amongst my 300 cases 
there were three cases of congenital heart disease 


(second, fifth, and fifth child respectively), one of 
Mongolism having also congenital talipes varus (first 


child), one of congenital hydronephrosis (first: child), 
one of severe unilateral congenital talipes (first child), 


and one of webbed toes (fourth child). If 
these are more than chance associations it 
seems a reasonable inference that there may 
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be some common factor in causation, and 
that amongst the possible factors is to be 
reckoned place-in-family. Of the few cases 
2 mentioned, however, only three—the Mon- 
golism, the hydronephrosis, and the con- 

















genital unilateral talipes—were in first 

71 pregnancies ; two of the cases of congenital 

—~—+—.—{ heart disease were in fifth pregnancies, and 

= pas om ee one in sixth, so that the association was noted 
01314 li loi2lololo not only in first pregnancies but also in late 





which I have scarcely mentioned hitherto—namely, | 
incompleteness of family. Some affections, especially 
the commoner ones, such as enlargement of tonsils 
or appendicitis, may affect the first-born, but they 
often affect also one or more of the later 
ehildren of the same family, so that unless 
statistics are taken from completed families 
the results might be misleading ; congenital 


deformities. 
of these, partly because they are not 
that the experience of a few observers, and still less 


pregnancies, a fact which, as I shall show 
later, may have some significance. 

This brings me to the consideration of congenital 
It is not easy to produce large statistics 
so frequent 


Fic. 8.—Digestive Disorders (1000 Cases). 
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which primogeniture appears to have some 
influence, for they are all affections which 
though they may occur in more than one member of | 
a family but seldom do so. 






















































































As far, at any rate, as congenital hypertrophy of 
the pylorus is concerned the statistics given furnish, 
I think, strong evidence that place-in-family, primo- 

Fic. 9.—Congenital Hypertrophy of Pylorus 
(400 Cases). 
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geniture to wit, is an etiological factor: and further, 
if we can regard this as established for one disease | 
then the general proposition that place-in-family can 
be a causal factor in disease is established, and it is 
probable that we shall find it a factor in other affections. 


CONGENITAL HEART DISEASE AND OTHER 
MALFORMATIONS. 
In association with congenital hypertrophy of the 
pylorus, various congenital anomalies have been 
observed. Dr. Thomson in 100 observed | 


cases 


|}as shown in statistics of 250 cases (Fig. 


| of all sorts. 


of one man, can provide any large number, and partly 


| because records, unless specially taken for the purpose. 


do not usually mention the number and order of 
miscarriages or stillbirths, even if they record the 
place of the child amongst the live-born children of 
the family. I mention these difficulties in extenuation 
of the comparatively small figures which are all that 
I can bring forward in illustration of some of my 
points; and no one realises more fully than I do 
how easy it is to arrive at incorrect conclusions by 
arguing from insufficient statistics. 

With this parenthesis of apology I pass to the 
place-in-family incidence of congenital heart disease, 
10). The 
proportion of first-born is far above that of the 
standard chart (Fig. 6), although not so high as in 
congenital hypertrophy of the pylorus. It would 
seem, therefore, that there is some special liability of 
the first-born to this particular form of congenital 


| abnormality. 


More marked evidence of special liability of the 
first-born to congenital abnormalities in general is 
afforded by figures grouping together malformations 
In Fig. 11 are collected 160 cases of 
hare-lip and cleft palate (43), congenital hydro- 
cephalus (33), hypospadias (5), congenital obliteration 
of msophagus or bowel (5), of bile-ducts (5), spina 
bifida, congenital cataract, coloboma iridis, congenital 
deaf-mutism, absence or redundancy of parts of 
limbs, and other malformations. I have not included 
congenital malformations of the heart in this series, 
as they have already been considered. It will be seen 
that 41:8 per cent. were first-born, a proportion 
which seems to corroborate the evidence already given 
of some special liability in the first pregnancy to 
anomalies of development. I must point out that 
these figures refer only to congenital abnormalities 
which were recognisable clinically. As every morbid 
anatomist knows, autopsy sometimes reveals abnor- 
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malities which were not suspected during life—for | 
instance, absence of one kidney, or a diverticulum 
from some part of the intestine, or some abnormal 
arrangement of blood-vessels—so that in the absence 
of universal post-mortem examination it is impossible 
to determine place-in-family incidence of congenital 
abnormalities with any such accuracy as is possible, 


Fia. 10.—Congenital Heart Disease (280 Cases). 
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for instance, in such a condition as congenital hyper- | 
trophy of the pylorus. Nevertheless, the striking | 
liability of the first-born to those abnormalities which | 
are recognisable clinically makes it reasonable to | 
suppose that if it were practicable to include in the | 
statistics also those which can only be detected by | 
autopsy the result would not be materially altered. 

I am not considering in these lectures any special | 
liability which may attach to place-in-family from 
intranatal causes, whether it be from the special 
difficulties of labour which attach to primiparity or 
the lesser dangers which are involved in the precipitate 
labour which is more likely to occur in the multipara. 
Nevertheless, I shall mention here the congenital 
spastic palsies because, although it is often assumed 
that they are due to difficulty of labour—as 
undoubtedly some of them are—there are many in 
which there is no evidence of this, and, moreover, the 


Fic. 12.— Mental Deficiency ; not Mongols (450 Cases). 
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| family. 


usually assumed that in such cases both affections 


|}are due to some damage of the cerebral cortex, 


directly or indirectly from meningeal hemorrhage or 
asphyxia during labour. It is proved, however, by 
autopsies that in some cases the cerebral condition is 
one of much earlier developmental origin ; certainly 


Fic. 11.—Congenital Abnormalities (160 Cases). 
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the association does not prove that either or both are 
the result of difficult parturition. This brings me to 
the question how far mental deficiency apart from 
congenital cerebral palsies is related to  place-in- 
The answer is not so simple as might be 
supposed if by the influence of place-in-family is 
meant, as in these lectures, the antenatal and develop- 
mental influence of place-in-family. The difficulty of 
eliminating intranatal causes such as asphyxia and 
traumatism is great. No one doubts that a certain 
proportion—probably a small one—of cases of mental 
deficiency are due to these causes which, it is agreed, 
will be operative chiefly in the first-born; but the 
uncertainty in particular cases is so great that I have 
been unable to separate them, so that my figures 
are open to the criticism that they probably include a 
Fic. 13.—Epilepsy (120 Cases). 
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history of prematurity in some is opposed to it, and 

in some the labour has been particularly easy and 

occasionally congenital developmental anomalies have 

been associated with the spastic palsy, strongly 

suggesting that this also was due to some develop- 

mental imperfection of antenatal origin. Of 80 cases 

under my observation 39 were first-born, and in 

some of these first-born cases it was specially noted 

that the labour was easy and there was no asphyxia. | 
It may be correct to regard the special incidence of | 
spastic palsies on the first-born as due chiefly to the 

special difficulties of a first labour, but I would 

suggest that it may also be related in larger measure 

than has been recognised to a special liability of the 

first pregnancy to developmental anomalies. 


MENTAL DEFICIENCY, EXCLUDING MONGOLISM. 
With the spastic palsies there is often associated 
mental deficiency of greater or less degree, and it is 





certain number of cases in which primogeniture was 
causal only on account of the difficulty of labour. 
Admitting that the exclusion of such cases, if it 
were practicable, would reduce somewhat the propor- 
tion of first-born, I think that it is probable, never- 
theless, that the figures given here (Fig. 12) of 450 
cases of mental deficiency of all varieties except 
Mongolism represents very nearly the place-in-family 
incidence. I have excluded Mongolism because this 
presents peculiarities of «#tiology so marked, and in 
particular, has a place-in-family incidence so peculiar 


|to itself, that it can be more usefully considered 


apart. I hope to deal with this in my second lecture. 
A comparison between the percentage of first-born 
in mental deficiency, 41-7, and that seen in the 
standard curve (Fig. 6) shows so great an excess of 
first-born among the mentally defective that even 
if some reduction should be made for cases due to 
difficulty of first labour, it is probable that there would 
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still remain evidence of a special liability of the 
first-born to mental defect of developmental origin. 

Dr. A. F. Tredgold,* discussing the part played by 
abnormalities of labour in the causation of amentia, 
states that in his opinion ‘“ the total number of cases 
which are the immediate consequence of these con- 
ditions is relatively very small, being probably not 
more than 1—2 per cent. of all aments.’’ He gives 
reasons for supposing that the proportion attributed 
to intranatal causes by some observers in special 
institutions for the mentally defective—e.g., 17-5 per 
cent., by Fletcher Beach and G. E. Shuttleworth— 
is too high when applied to mental defectives in 
general. I would point out, moreover, that although 
difficulties of labour are undoubtedly more likely to 
occur with the first-born than with subsequent 
children, it is not suggested that all the cases attribut- 
able to this cause are first-born, so that, at most, the 
allowance to be made for this factor in the incidence 
of mental deficiency on the first-born is something 
less than the total percentage of intranatal causation, 
and if Dr. Tredgold’s figure is even approximately 
correct, would scarcely affect the significance of 
my statistics at all. In individual cases I have noted 
the association of mental deficiency in the first-born 
with congenital malformations of various sorts, an 
occurrence which might be expected, if, as I have 
shown, there is some special liability of the first-born 
to each of these conditions separately. 

Before leaving the subject of mental deficiency 
I would point out that a very different place-in- 
family incidence is obtained if Mongolism is included ; 
for Mongolism is remarkable in the lowness of its 
incidence on the first-born, and as 20-25 per cent. 
according to Dr. Thomson (with whose figures my 
own agree—viz., 22 per cent.) of mentally defectives 
are Mongols, their inclusion would reduce the per- 
centage of first-born considerably (by 10 per cent. in 
the figures shown in Fig. 12). 


EPILEPSY. 

The frequent association of epilepsy with mental 
deficiency led me to investigate the place-in-family 
incidence of epilepsy. Since I collected my figures 
this point has been investigated by Dr. Russell 
Brain,‘ but his figures do not apparently include 
miscarriages and stillbirths, so that they are not 
available for the purpose of my inquiry. 

The special liability of the first-born to mental 
deficiency, and the association of mental deficiency 
with epilepsy gave some a priori probability that 
epilepsy apart from mental deficiency might also be 
an affection specially attaching to the first-born. 

No doubt epilepsy, when associated with mental 
deficiency, is sometimes the result of some cortical 
damage, intranatal in origin, which is responsible 
both for the mental deficiency and for the epilepsy, 
but this explanation probably applies only to a small 
proportion of the cases. In a certain number of cases 
also the mental affection is the result of the epilepsy ; 
but more often the mental condition is of develop- 
mental origin, and therefore it seems reasonable to 
assume that the epilepsy is of similar origin. There 
is, moreover, corroborative evidence in the not 
uncommon association of epilepsy with congenital 
anomalies of other kinds that developmental disturb- 
ance is a possible factor in epilepsy even though its 
manifestation may be. delayed until months or even 
years after birth. The figures which I am able to 
produce on this point (Fig. 13) are not sufficient to 
justify any dogmatie statement, but they suggest 
that there is some special liability of the first-born 
to epilepsy (38-3 per cent.). 


CONCLUSIONS. 
To sum up, statistical evidence seems to show that 
place-in-family is a factor in the causation of disease ; 
and that a first pregnancy carries with it more risk 
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than a later pregnancy of certain affections in the 
offspring which are due to perversion of development, 
and so far as can be judged from the variety of the 
developmental anomalies in which this influence of 
place-in-family has been traced it may probably be 
stated more generally that there is a special liability 
in: the first pregnancy to the production of congenital 
abnormalities. 

I would point out that these conclusions are not 
without some practical bearing. It is no small thing 
if we can give comfort and hope to the mother and 
father who are faced with disaster in their first-born, 
in the shape of some congenital abnormality of mind 
or body. They are apt to imagine that this is due to 
some fault or failing which will mar the rest of their 
married life by likelihood of repetition of disaster if 
they have further children. It is something to be able 
to tell them that primogeniture itself is a large factor, 
possibly the only factor in the production of their 
misfortune, and that it is therefore highly improbable 
that any subsequent child will suffer from any con- 
genital anomaly, as indeed oe shows, for the 
repetition of congenital anomalies in a family, though 
by no means unknown, is very exceptional. 
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WHATEVER aspect of the cancer problem may 
engage our attention, it is remarkable and significant 
how readily the discussion reverts to the general 
problems of nature and causation which are the 
ultimate subjects of cancer research. Hence it is in 
practice immaterial which immediate problem is 
investigated, sooner rather than later, the conclusions 
arrived at must be considerd in their bearing on the 
other features of the processes of new growth. For 
this reason, and because the trend of the experimental 
investigations in which I have been interested during 
the last four years has imposed a consideration of 
the phenomena of multiplicity of neoplasms in single 
individuals, I have ventured to dedicate this lecture 
to a consideration of this facies of the cancer problem. 


DEFINITION. 

It will be remembered that definition and the 
intricacies of descriptive nomenclature are almost 
entirely matters of a conventional utility aiming at 
the avoidance of circumlocution, and the pathologist 
habitually translates them into their material equiva- 
lents. This automatic conversion is not attained 
without a long apprenticeship and the most profound 
students of the subject are the most sensible of the 
pitfalls of ambiguity which lie on every side of the 
well-worn stereotyped phrases which inevitably 
intrude themselves into any discussion of the subject 
of cancer. Hence it comes about that at one time 
or another structural abnormalities of a trivial kind 
(often of microscopic dimensions), nzvi, sebaceous 
cysts, nodular aggregations of the elements forming 
the solid and hollow viscera, have been drawn into, 
or tacked on to, the new growths, and in this sense 
it is common knowledge that practically no individual 
is entirely free from manifestations of these processes. 
This impasse can only be avoided by substituting a 
kinetic visualisation for the static conception implied 
in hard-and-fast definitions. When we do this and 
restrict the new growths sensu strictiori, to progressive 
proliferations essentially of one kind of cell, it is 
possible to relegate many structural abnormalities, 
tumour-like in their spatial relationships, to a position 
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on one side of the peopleamnt, keeping their proximity 
to them at the back of the mind. 


MULTIPLICITY OR NEW GROWTH? 

The coexistence of more than one new growth in 
the same individual has been observed and recorded 
on many occasions, and in recent years renewed 
attempts have been made to appenie its frequency 
by a systematic examination of the abundant material 
provided by the post-mortem records of large hospitals 
over a longer or shorter period. As was to be expected, 
niceties of definition have had to be introduced both 
as to what could legitimately be regarded as multi- 
plicity, and what new growth. The definition of multi- 
plicity is complicated by the inclusion in the group 
of new growths of two natural divisions which merge 
into each other, mainly distinguished by their clinical 
course or (to use the modern jargon) biological 
behaviour—viz., benign and malignant. The benign 
new growths progress slowly and remain localised, 
the malignant increase in size rapidly, encroach on 
their surroundings, and disseminate to remote parts 
of the body giving rise to metastases. In general, 
primary multiplicity is so common in the benign 
neoplasms that it is frequently regarded as _ pre- 
sumptive evidence of the benign character of the 
new growths in which it is encountered. The mals 
nant new growths, on the other hand, are usually 
solitary, and the late occurrence of multiple foci 
in those the subject of them is most frequently due 
to dissemination of living cells from the primary focus 
by the vascular channels. 


Varieties of Multiplicity. i) 

We have, therefore, to distinguish between the 
following varieties of multiplicity :— 

1. More than one benign new growth in the same 
individual (a) of one tissue or organ, (b) of separate 
tissues or organs. 

2. More than one malignant new growth in the 
same individual (a) of one tissue or organ, (b) of 
separate tissues or organs. 

3. Benign and malignant new growths in the same 
individual. 

From the slow progress and long duration of benign 
growths it follows that when they occur in combination 
with malignant tumours the benign tumour has in 
most cases antedated the malignant and, therefore, 
it may be more instructive to state the problem in 
the general form of the development of a second 
neoplasm in an organism already bearing one. 
Unfortunately, when dealing with post-mortem records 
it is obvious that it is only rarely that information is 
available from the history of the patient permitting 
a clear statement of the priority of one tumour over 
the other. More or less cogent inference is as much 
as can be expected and the collected data are quite 
unsuitable for statistical treatment. Hence it comes 
about that the published statements take the form 
of percentages of multiple neoplasms in the total 
number of autopsies in which the presence of a 
tumour is recorded. One of the most recent of these 
studies is by Puhr (1926) on the post-mortem material 
for the preceding 21 years of the Second Budapest 
Pathological Institute. In this material of 6715 
necropsies there were 1559 cases with tumours and 
of these 219 cases presented multiple growths—i.e., 
14:04 per cent. of the tumour cases. The detailed 
tabular analysis is divided up according as two, three, 
four, or five new growths were present. 


Two Tumours. 


Carcinoma with carcinoma es a sas o” 2 
” » sarcoma oe oe oe os 1 
°° » benign tumour 0 o. -. 0°80 

Sarcoma ” - 29 ge oo #33 

Benign ” » 0°52 

Three Tumours. 

Carcinoma with carcinoma with benign tumo 6 1 
es » two benign tumours ye cn 

Sarcoma ” ” * ea er 

Three benign tumours .. oe _ ae oe, BB 





Four Tumours. 


Carcinoma with carcinoma with two benign tumours 1 

” ° ” ’” three ” 6 

Sarcoma es o* ee 1 

Four benign tumours 5 
Five Tumours. 

Carcinoma with four benign tumours oe es 3 


Puhr draws the conclusion from the assembled data 
that multiplicity in the sense indicated in his tables 
is common enough to indicate a definite tumour 
diathesis, inborn or acquired, in those the subject 
of new growth. As can be seen, however, the main 
weight of this conclusion derives from the frequency 
of benign new growths, and it is remarkable that 
only five cases of multiple malignant new growths 
occurred out of 1559 tumour autopsies in 21 years 
—i.e., one every four years. It is unfortunate that 
Puhr has not given the number of malignant cases 
as distinguished from tumours generally in this total, 
but it seems fair to conclude that multiple malignant 
new growths are relatively rare. <A certain interest 
attaches to the fact that in none of Puhr’s five cases 
of multiple malignancy did the combination carci- 
noma mamme and carcinoma uteri occur. Some 
years ago, when my attention was first directed to 
the study of multiple malignant growths, Prof. 
Udney Yule was good enough to make a preliminary 
statistical analysis of the probability of this com- 
bination occurring, on the basis of the English mor- 
tality statistics, for females. The guarded conclusion 
he arrived at was that the combination ought to 
occur in 24 per cent. of cases if there were no mutual 
interference of new growth in the one organ with 
its incidence in the other. As cancer of these two sites 
make up nearly half the total female cancer mortality, 
it is hardly possible such a combination could be 
consistently overlooked, and its absence from the 
casuistic literature is probably significant. Tabular 
statements of the same kind have been compiled by 
Egli, Harbitz, and others. Egli records primary 
multiplicity in 263 (27°2 per cent.) of 966 tumour 
autopsies in seven years’ material of the Basel Patho- 
logical Institute. In 20 cases multiple malignant 
growths were present. Harbitz found 16 examples 
of multiple malignant growth in 524 cancer autopsies 
(1900-15), roughly 3 per cent. Out of a much larger 
material (4219) examined in the Oslo Institute for the 
Norwegian Cancer Committee 32 examples of multiple 
malignancy (1 per cent.) were encountered. In most 
cases an interval of from five to 23 years elapsed 
between the development of the two tumours. Both 
Egli and Harbitz conclude also from the frequency 
of the combinations, benign and malignant, that a 
hereditary predisposition to tumour growth must be 
assumed to occur. The combination carcinoma 
mamme and uteri is again conspicuously absent, and 
it is notable that throughout, the simultaneous presence 
of two of the commoner forms of cancer is rare. Usually 
one of the growths belongs to the group of patho- 
logical curiosities or rarities—forms which are so seldom 
met with that it is natural to assume an exceptional 
concurrence of causal factors in those the subject of 
them. The variations in frequency of cancer of the 
several organs of the body in the different races of 
man and animals may in part depend on the factors 
which limit the occurrence of multiple malignant new 
growths. It is pertinent to consider whether the 
greater incidence of carcinoma mammz in England 
than in Holland, being balanced by a higher incidence 
of alimentary tract cancer in Dutch females producing 
the same total cancer mortality in both countries, 
may not be brought about by some such inhibitory 
mechanism as is here hinted at, and Neve’s experience 
of the predominance of Kangri cancer in Kashmir 
(2000 out of 3000 operations) points in the same 
direction. It is hardly conceivable that chronic 
irritation of the genital and alimentary tracts which 
in Europe predispose to cancer of these organs should 
be inoperative in Kashmir. 

The earlier authors viewed the problem from a 
somewhat narrower angle and mainly confined their 
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attention to the occurrence of multiple carcinomata 
or at most multiple malignant growths, usually of 
separate organs. When we recollect the violence 
of the controversy which raged among pathological 
anatomists on the unicentric and multicentric origin 
of carcinoma, this restriction of the discussion of 
multiplicity to new growths of separate organs is 
understandable. When we come to deal with the 
problem in its experimental form, the objections which 
are so formidable in the analysis of post-mortem 
material largely vanish. They were so real to the 
earlier workers that Billroth, for example, refused to 
admit primary multiplicity of malignant new growths 
unless: (1) the tumours had a different structure ; 
(2) each tumour could be derived histogenetically 
from its own mother tissue ; (3) each tumour produced 
distinctive metastases. 


BENIGN AND MALIGNANT GROWTHS. 

Tt was the impossibility of carrying out rigorously 
all three of Billroth’s criteria that led to the widening 
of the survey to include benign as well as malignant 
growths. The problem lost in precision by this exten- 
sion of the terrain and it may not be unprofitable to 
consider for a moment the reasons for this diffuseness. 
It is now generally agreed that the benign and 
malignant new growths form a natural group—they 
are manifestations in varying degree of the same 
process, and it might at first sight be supposed that 
it would be immaterial in investigating multiplicity 
of neoplasms whether benign or malignant tumours 
made up the combination. If, however. we accept 
the community of nature of the benign and malignant 
new growths, we must recognise that the malignant 
possess the attributes of the group in higher degree, 
and if systemic effects are produced by new growths 
of every kind they may easily be of such slight 
intensity in the case of the benign tumours that the 
means at our disposal may be insufficient to reveal 
them. On the other hand, the most malignant 
tumours may be the result of such an intense degree 
of action of the causative agency or agencies that it 
overcomes the influences which the pre-existence of 
another neoplasm (especially a benign tumour) may 
be presumed to oppose to it. 

To escape from this dilemma we must in some 
way secure a simplification of the material for con- 
sideration. The most obvious restriction is to 
consider the occurrence of more than one tumour 
of the same kind in the same organ or tissue. The 
frequency of primary multiplicity of benign tumours 
of the skin and its appendages, and of the alimentary 
tract, of the connective tissues, and of nerve trunks, 
enables us to dismiss this aspect of the problem 
summarily. Little or no mutual interference is 
established by benign tumours to each other's 
inception or continued proliferation. 

The investigations of Puhr, of Egli, and of Harbitz 
leave little doubt that benign tumours similarly 
induce little or no resistance to the development of 
malignant growths. In certain situations the con- 
verse would seem to be true. Thus it has frequently 
been observed that carcinoma of the colon has 
developed by an apparently progressive transformation 
of one only, of multiple pre-existent papillomata. 
Occasionally one of a number of fibromyomata of the 
uterus takes on a more rapid tempo of proliferation 
and manifests the other classical features of malig- 
nancy. The most instructive examples are met with 
in the occupational forms of cancer—tar, paraffin, 
X ray cancer. In these a preliminary condition is the 
occurrence of chronic dermatoses ending in benign 
warty proliferations. When malignant growth super- 
venes it usually takes its origin in one of these warty 
hypertrophies, and it is not uncommon to find that 
the operative removal of the malignant wart is 
followed after an interval by a similar transformation 
of others till then quiescent, after an interval more 
or less prolonged. When this happens it is pertinent 
to inquire why the change does not supervene in all 
the papillomata of the region at once, and a possible 
explanation of this discrepancy will be referred to 








later in discussing certain features of the growths 
produced in the experimental investigation of tar 
cancer in animals. 

The laborious investigation of early cases of cancer 
of the skin, stomach, and breast has finally resolved 
the controversy, which has already been referred to, 
over the alleged unicentric or multicentric origin of 
carcinomata in these sites, in the sense that in the 
great majority of cases the final solitary character 
is secondary to a primary multifocal condition which 
ends in a single tumour by coalescence of adjacent 
independent foci. It is essential to keep in mind that 
in most cases where an exact judgment is possible 
the original foci are distinct and finally abut on each 
other and coalesce by intrinsic increase in size and 
not by progressive transformation of the intervening 
non-malignant epithelium. When the latter apparently 
occurs it is invariably accompanied by such a diffuse 
hypertrophic condition of the whole epithelium in 
the area concerned that the microscopical appearances 
are equivocal. Here again it is not easy to see why 
this disjunctive state of independent adjacent centres 
should exist on any hypothesis of the causation of 
the malignant process. In this primary multiplicity 
the malignant tumours show a community of character 
with the benign, the difference mainly being that in 
the benign the process interests a more extended 
area, frequently a whole system (as in vy. Reckling- 
hausen’s neuro-fibromatosis), whereas the primary 
foci of the malignant tumours are grouped together in 
a restricted area. The tumours which are intermediate 
in character between the benign and malignant 
occasionally bridge this gap, as has been clearly shown 
for some of the rodent ulcers; primary multiplicity 
over a fairly wide area is not unusual in them, and 
sometimes a successive development of new foci at 
the periphery of a larger pre-existent growth can be 
clearly demonstrated. 


TAR CANCER. 

The problems presented by the occurrence of 
primary multiplicity in cancer are thus seen to be 
complex. The solitary character of the cancers of 
most organs is seen to be secondary, due to the fusion 
of a varying number of closely packed initial foci, 
the remainder of the organ, even when the site of the 
antecedent pre-cancerous hypertrophic changes, 
remaining free from independent malignant trans- 
formation. The fact that in some forms of cancer, 
especially of the occupational varieties, the removal 
of the first developed focus may be followed, after 
an interval more or less prolonged, by the recrudescence 
of the disease in the adjoining area, suggests that 
the whole area was prepared for the malignant 
change and somehow held in check by influences 
emanating from the first frankly malignant focus. 
The time and intensity relations of the hypothetical 
causative agencies in the cancers occurring naturally 
in man are, however, so inaccessible to analysis that 
the most minute scrutiny of the conditions obtaining 
at operation or after death only leads to a balancing 
of probabilities little removed from complete ignorance. 
The only possible way in which advance can be hoped 
for is by experiment, and the means at our disposal 
at. the present time centre round the reproduction in 
animals of the occupational forms of cancer occurring 
in man as the result of long-continued action of tar 
and other products of the destructive distillation of 
coal. The combined results of the investigations of a 
host of workers during the last ten years permit 
of the following general statements on tar cancer in 
laboratory animals. The different species are unequally 
susceptible to the carcinogenic action of tar. The 
mouse and the rabbit are the most suceptible; the 
rat, guinea-pig, and domestic fowl are much less 
easily made the subject of cancer by the external 
application of tar. When a large series of mice, 
for example, are treated, individual differences reveal 
themselves, a few rapidly become cancerous, the 
majority of the remainder develop the disease after 
a longer interval, and a small refractory residue 
remain free from the disease even after prolonged 
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intensive treatment. The length of time which 
elapses varies with the frequency of the applications 
within rather narrow limits. If tarring twice or 
three times a week results in malignant growth 
after four and a half to nine months, tarring once 
a week usually stretches out the preparatory period 
to 10 to 12 months at least and the refractory remainder 
is larger. A few susceptible animals may develop 
cancer after a long latent period in consequence of 
a single application of hot tar. 

Variations in the extent of the area to which the 
tar is applied introduces a most interesting difference 
in the result. If the tar be applied to a very small 
area (2-3 mm. in diameter) the neoplasm arises at 
this point and is usually solitary, although crowded 
minute foci may be distinguished on microscopical 
examination of very early growths just as was seen 
to occur in many human cancers. If a larger area 
is tarred—for example, the whole of the skin of the 
back—multiple papillomata appear scattered over the 
surface with relatively unaltered areas of epithelium 
between. Not all of these apparently benign pro- 
liferations go on to definite malignant growth. 
Usually one or two forge ahead, grow rapidly, and 
produce infiltration and metastases in the classical 
manner. If two widely separated small areas are 
tarred simultaneously, two growths appear at the 
same time and progress at much the same rate. 
It is clear from this rapid summary that we have 
in the experimental tar carcinomata an almost 
perfect reproduction of the sequence of changes which 
characterise the biology of malignant tumours in 
man with the inestimable advantage that the duration 
and intensity of the antecedent stimulation are under 
control and definitely known. 

In the attempt to analyse the forces in play deter- 
mining the malignant transformation at one point in 
the treated area and holding it in abeyance at another, 
many variants of the fundamental experiment have 
been carried out. The first of those to which attention 
may be directed consists in tarring a small area till 
carcinoma develops, removing the tumour widely by 
operation, and beginning again in an area of unaltered 
skin. A priori one might expect either that the 
same duration of tarring would result in a fresh 
carcinoma being produced or that a shorter period 
of treatment might be sufficient. In the experiments 
I have carried out along these lines the result has 
been that a greatly increased resistance is encountered 
and only microscopic hypertrophic changes have been 
produced. The same indifference to tar painting 
manifested itself in mice from which mammary 
carcinomata had been removed by operation. It 
would seem that the development of malignant 
growth brought in its train a disability of the 
remainder of the organism, such that a course of 
treatment which would produce carcinoma in a 
normal animal was without result. 

An experiment of intermediate character between 
simultaneous tarring of separate areas and successive 
tarring after removal of the tumour first produced 
gave remarkable results. The second tarring was 
begun two or three months after the first and before 
any proliferative changes had supervened. Two 
totally different results were obtained. In some 
animals the site of the first tarring developed carci- 
noma after the usual delay, and the second site 
remained refractory even after a longer period of 
tarring. In the animals in which cancer appeared 
either very early or very late at the first site, a second 
primary growth appeared at the second site either 
at the same time or within a month—that is, an 
interval less than the difference in the duration of 
tarring at the two sites. I have summarised these 
contrasted occurrences in the statement that there 
is a phase in the development of these skin tar cancers 
before the resistant condition supervenes, in which 
the skin more easily responds with cancerous prolifera- 
tion. In other words, the experimental achievement 
of primary multiplicity of tar cancer in mice is mainly 
determined by the duration and intensity of the 
stimulation at the selected areas, and systemic 





changes affecting the sensitiveness of the remainder 
of the body are produced by the tumour which 
develops first. 

The experiments of Deelman illuminate another 
facet of this obscure problem. Deelman has shown 
that if the whole dorsal surface of mice is tarred till 
papillomatous nodules are produced the intervening 
areas of skin, which if left to themselves would remain 
quiescent, can be awakened to vigorous malignant 
proliferation by the introduction of a fresh stimulus 
of another kind—the regeneration of wound healing. 
Incisions adjacent to the slowly growing papillomata 
heal promptly, and then all along the scar new 
rapidly growing nodules of carcinoma make their 
appearance and soon outstrip the pre-existing 
papillomata. It is as if the efflorescence of the 
papillomata had set up in their neighbourhood an 
inhibition which could be raised by the stimulus to 
cell division of wound healing. 

An experiment of a different kind carried out by 
my colleague, Dr. Cramer, shows the influence of an 
apparently unrelated intervention on the ease of 
induction of tar cancer. Cramer excised the spleens 
from a number of mice, minced them up separately, 
and returned each to the peritoneal cavity of its own 
mouse. The animals so prepared showed a con- 
siderable acceleration of the induction of tar cancer 
as compared with normal animals, the times of 
appearance of the tumours in the two series showing 
a shift of about two months in favour of splenec- 
tomised. The nature of the influences at work in 
these experiments, whether favouring or hindering 
the development of cancer, are still unknown but 
are being made the subject of experiment. The 
attempt has been made to obtain the resistant state, 
on the basis of Gye’s virus conception of tumour 
ztiology by immunising mice with fresh or incubated 
tumour from mice and other species of laboratory 
animals. So far no retardation of the induction of 
tar cancer has been seen. Whatever may be the 
ultimate outcome of the analysis of the phenomena 
accompanying the production of multiple experi- 
mental tar cancer, it is clear that these investigations 
must precede a precise conception of the reasons for 
the occurrence of primary multiplicity of cancer in 
man. Given the possibility of its occurrence, the 
actual capriciousness encountered is more easily 
entertained by the mind, if the result in individual 
cases is ascribed to the balanced action of several 
factors, some of which favour and some hinder its 
occurrence. 

The only analogies which exist for the apparent 
inhibition of a second primary lesion occur in some 
of the infectious diseases, and it is important to keep 
in mind that even if the resemblance were closer than 
it is it need not necessarily be evidence in favour of the 
microbic origin of tumours. The feature referred to 
is that well exemplified in the infection of syphilis 
that the characteristic primary lesion, or chancre, 
cannot be produced in a patient or animal already 
infected. The same is true of vaccinia, but in the 
latter infection another phenomenon occurs when the 
attempt is made to infect an immune individual, 
that a greatly increased transient reaction occurs. 
It is possible that this allergic reaction may have 
something in commdn with the curious hypersensitive- 
ness leading to acceleration in carcinogenesis mentioned 
in connexion with the double tarring experiments 
already described. Whatever may be the ultimate 
explanation, the opinion may be hazarded that the 
analysis of the factors favouring or hindering multi- 
plicity of malignant new growths is bound up with 
the final elucidation of their nature and causation. 
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GASTRO-JEJUNO-COLIC FISTULAS : 


REMARKS ON SIX CASES. 


By IAN MACDONALD, M.D. Epry. & Parts. 


THE gastro-jejunal or anastomotic ulcer in approxi- 
mately every fifth male patient slowly perforates into 
the colon. The onset of this dire sequel of gastro- 
énterostomy is announced by four cardinal symptoms 
—diarrheea, fecal vomiting, foul eructations, and 
variable pain. Pain may be absent; diarrha@a is 
often the initial and continuous symptom. 

The clinical diagnosis is seldom doubtful ; confirma- 
tion may be obtained by X ray examination, when 
the most important sign is rapid emptying of the 
stomach and immediate filling of the transverse colon. 
The pitiable state of the emaciated patients and their 
profound weakness may simulate malignancy, but the 
horrible vomiting with its characteristic odour leaves 
no doubt as to the diagnosis. Operation in view of the 
fatal prognosis is imperative; its extent will depend 
on the permeability or otherwise of the pylorus and the 
state of the patient. 

If after the original operation the pylorus is patent 
the minimum operation may be performed. separation 
and closure of the three cavities. If the pylorus is still 
obstructed a new gastric outlet must be provided. 
Gastro-duodenostomy may be possible or partial 
gastrectomy may be selected, but the state of the 
patient may compel the surgeon to another gastro- 
enterostomy. Theoretically gastro-enterostomy, the 
cause of the gastro-jejunal ulcer, should be banned ; 
practically it may be necessary. 


Difficulties of Operation. 

The difficulties inherent to these operations and the 
risk of sepsis fully recognised by all surgeons make 
Pauchet! recommend in difficult cases the removal 
en masse of the right colon and the fistula, the 
right half of the stomach, and the jejunal loop without 
opening any of their cavities. He advocates this 
method as easier for the surgeon and safer for the 
patient in cases where the inflammatory mass is 
large and the colon strictured, when the ascending 
colon is dilated, and if the middle colic artery is 
accidentally injured. After a Polya-gastrectomy and 
the removal of the colon, to save time in weak patients, 
he advises that the sections of the terminal ileum and 
transverse colon should be left in the wound after 
Mikulicz’s method. The artificial anus is closed some 
weeks later. We have no experience of this immediate 
radical operation, though in one case a wound of the 
middle colic artery forced us to a segmental resection 
of the transverse colon. 

The pathology of these fistulas varies considerably. 
If adhesions are few the attached viscera are easily 
defined, but they may be buried in an inflammatory 
mass, so that resection of a portion of the transverse 
colon may be the minimum operation possibile. The 
condition of the colon is important, for a certain degree 
of stricture may occur at the fistula ; distally, then, the 
bowel is narrowed while the proximal portion is dilated 
and full of feces. If resection of the colon becomes 
necessary the disparity between the two portions may 
render axial anastomosis difficult and inadvisable. The 
jejunal loop also contains feces, and during its 
separation from the colon precautions must be 
redoubled to avoid soiling of the operative area. 


Technique. 

In the complicated operation necessary personal 
methods and experience will guide the surgeon. In 
the preoperative treatment lavage of the stomach 
with weak iodine solution has given us the best 
results. For some days previously opium is given, and 
the patient is allowed full diet up to the day before 
the operation. The anesthetic will be selected in view 
of a prolonged operation in a debilitated patient. 
No anesthesia has given us such satisfaction as intra- 
venous somnifene by Fredet’s? method combined with 





6 to 8 oz. of a $ per cent. solution of novocaine without 
adrenalin in the wall and peritoneum. 

In our last three cases we have used this method ; 
a trifling amount of chloroform or ether has been 
necessary to close the abdominal incision. If the 
original incision has been right paramedian we have 
found it best to open the abdomen in the middle line 
or slightly to the left, for the inflammatory mass is 
anchored towards that side by the short loop. After 
examination of the parts and separation of any 
superficial omental adhesions the dissection of the 
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1, ?, 3, 4, lines of dissection. A, middle colic artery. M, mesentery. 


viscera is begun, the operator’s aim being to reproduce 
the original opening in the mesocolon by working from 
the periphery towards the fistula at the centre. The 
separation may begin by omental-colic cleavage on 
the upper surface of the colon or, by clearing a space 
in the gastro-colic omentum, to define the upper 
surface of the transverse mesocolon from this position. 
All adhesions should be divided’ carefully between 
ligatures to avoid bleeding which obscures the 
field. 

The under surface of the mesocolon is then exposed 
by lifting the colon upwards. The mesocolon is 
carefully incised or scratched through to the right of 
the anastomosis, while adhesions between it and the 
stomach are separated by the gloved finger and the 
lightest strokes of the knife. The position of the loop 
of the middle colic artery must ever be kept in mind. 
If the gastro-enterostomy has been made towards the 
left in the mesocolon the vessel will be found first to 
the right of the anastomosis, then it lies hidden under 
the overhanging colon. The upper edge of the afferent 
loop should also be well defined and above it an 
opening may be made in the mesocolon here. As the 
area of cleavage advances between the mesocolon and 
the stomach it may be possible to pass the finger from 
the incision on the right behind the anastomosis to the 
space above the afferent loop. This manceuvre is 
helpful, for the finger takes the place of a supporting 
clamp. Balfour *-also calls attention to its value. 

The area situated below the afferent and efferent. 
loops should obviously be avoided, for the vessels in 
the mesentery if injured cause troublesome bleeding. 
The jejunum is now separated from the colon by an 
incision along the line of adhesion. The colon when 
free is turned upwards and at once sutured, the 
openings in the stomach and jejunum being tem- 
porarily closed with a clamp and Chaput’s forceps. 
A compress is laid in the opening of the mesocolon 
while the bowel is sutured transversely to avoid 
narrowing of its lumen. <A _ guide suture is first 
passed at each end of the rent in the colon; traction 
is made on these to define the line accurately. The 
lowest of these sutures must be carefully placed to 
ensure closure of this more inaccessible angle. The 
mucous membrane of the fistulous colon is sometimes 
thick and cedematous, and is best avoided in the suture 
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line ; if included, a septic ridge remains in a closed 
cavity under the serous suture, favouring leakage and 
disunion. It is therefore inverted by passing the 
sutures only through the serous and muscular layers. 
The suturing of the irregular aperture is possibly done 
more accurately by separate sutures closely placed ; 
the first layer is covered by a second; the whole 
circumference of the colon is then loosely wrapped in 
a collar of omentum brought through the opening in 
the mesocolon. The jejunum, separated from the 
stomach, is next sutured, also transversely, the 
angles of the opening being also carefully defined by 
guide sutures. Narrowing is further avoided by the 
bite of the needle being very near the edges of the 
incision. 

The stomach opening is finally sutured in its long 
axis by a double or triple line, unless it is required for 
a new gastro-enterostomy. At this stage, when 
necessary, the new stomach outlet is made, the 
method being selected which the surgeon decides is 
best. The opening in the mesocolon, if not needed for 
gastro-enterostomy, is closed by a couple of sutures. 
The important point as to the need of ceecostomy now 
arises ; some surgeons consider it advisable even with 
simple suture of the colon to avoid tension on the 
suture line, “‘ when the suture of the transverse colon 
has been difficult and perhaps imperfect ”’ (Balfour*). 
We have not yet employed it, but should segmental 
resection of the colon be necessary we consider 
cecostomy essential, unless, as in our third case, a 
temporary anus is made near the site of the resection 
to rapidly terminate an operation already prolonged 
in a weak patient. 

Results. 

Operations for gastro-jejuno-colic fistulas, in spite 
of their complexity and the poor condition of the 
patients, do not show a high mortality, for in 27 cases 
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Viscera separated, opening in mesocolon reproduced. 
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quoted by Bolton and Trotter * only six died. More 
recently in 20 operations at the Mayo Clinic ® four 
died after the operation. But according to Loewy’s® 
statistics in 63 operations of all kinds there were 
619 per cent. of cures, 11*1 per cent. definite recur- 
rences, and 27 per cent. of mortality. 

The six cases under our care all recovered, but two 
required further radical measures. The fistulas in all 
cases followed posterior gastro-enterostomy, in two 
cases performed elsewhere, and in two cases an entero- 
anastomosis had also been made. Two fistulas were 
jejuno-colic, in the others the colon opened directly 
into the anastomosis. The youngest patient was 
26, the oldest 58. Their clinical histories and the 
operations performed for their relief are briefly 
recorded below. I am indebted to Mr. A. K. Maxwell 
for the sketches. 


Clinical Records. 

CAsE 1.—Posterior gastro-enterostomy for pyloric stenosis 
seven years previously. The fistula symptoms were a 
painless diarrhoea and foul fecal vomiting. At the operation 
the pylorus was found narrowed. The gastro-enterostomy 
was free and supple; the fistula was found between the 
efferent loop and the colon. Separation of the viscera and 
closure of each was performed, then a new outlet made by 
anterior gastro-enterostomy with entero-anastomosis. This 
patient at the present time, seven years later, is in perfect 
health. ; 

CASE 2.—Posterior gastro-enterostomy for pyloric stenosis 
ten years previously, followed by a gastro-jejunal ulcer five 
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Transverse suture of colon and jejunum. 


years after the anastomosis. Resection of the anastomosis 
and a new posterior gastro-enterostomy with entero- 
anastomosis were performed; five years later patient 
readmitted in a state of extreme cachexia with fecal 
vomiting and diarrhoea. Separation of the viscera, resection 
of the entero-anastomosis, a new gastro-enterostomy with 
entero-anastomosis being made on the opening in the 
stomach. The pylorus still showed narrowing. This patient 
six years later reports that he is eating and drinking every- 
thing, and is quite free from gastric symptoms. His case 
illustrates the well-known tendency of certain patients to 
ulceration. 

CasE 3.—Posterior gastro-enterostomy ten years before 
for pyloric stenosis; readmitted complaining of profound 
weakness, foul vomiting, and diarrhoea. At the operation 
some ascites was found and peritoneal tuberculosis com- 
mencing. During the separation of the viscera the middle 
colic artery was injured and resection of about six inches of 
the transverse colon became necessary. The narrowed distal 
end towards the splenic flexure was closed by a purse-string 
suture. The much dilated proximal portion was anastomosed 
laterally about four inches from its section to the distal part 
already closed, and its open end shut by a Kocher’s forceps 
fixed in the abdominal wound. The forceps were removed 
36 hours later, but the bowel functioned freely through the 
anastomosis 48 hours after the operation. No feces passed 
by the artificial anus for ten days. One month later the 
artificial anus was closed by an extraperitoneal operation. 
This patient returned two years later looking well, but with a 
considerable ventral hernia and evident gastric retention 
from a narrow pylorus. The hernia was repaired, the dilated 
attached colon separated from the wall, and an anterior 
Polya-gastrectomy with entero-anastomosis was performed. 
The patient made a good recovery. 

CasE 4.—Two years previously posterior gastro-enteros- 
tomy and entero-anastomosis for duodenal ulcer adherent to 
the liver. A year later began to complain of pain, profuse 
diarrhoea, and wasting without vomiting. At the operation 
the colon was found fixed to the abdominal wall. The 
efferent loop was much inflamed, a thickened mass fixing it 
to the colon; from this point a slight hardness passed along 
the anastomosis. Separation and closure of the viscera. 
The ulcer and peri-duodenal adhesions were still present and 
in addition we discovered a large dilatation of the third part 
of the duodenum overlooked at the previous operation. 
The patient’s state on the table prevented further measures 
being taken at the time. He recovered from the operation 
but continued to have some gastric discomfort. 
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CasE 5.--Gastro-enterostomy two years previously for 
duodenal ulcer. Ten months after this operation had an 
attack of pain accompanied by melezna. e symptoms of 
the fistula were frequent diarrhoea and fecal eructations 
without vomiting. At the operation the pylorus and 
duodenum seemed normal, so the viscera were simply 
separated and closed. The patient a year later was in 
excellent health and had gained about a stone in weight. 


CasE 6.—Posterior gastro-enterostomy seven years 
previously for duodenal stenosis. Very soon after the 
operation discomfort began, which gradually increased till 
the symptoms changed to diarrhcea and foul fecal eructa- 
tions. Vomiting was rare. The patient had been washing 
his stomach without benefit. X ray examination showed 
immediate passage of the barium meal into the transverse 
colon. At the operation the pylorus seemed permeable ; a 
small superficial white spot marked the site of the original 
ulcer. Separation of viscera, with separate suture of each. 
As the separation of omental adhesions and the dissection of 
the adherent viscera had produced some oozing, a small 
split rubber tube was left at the lower end of the incision for 
24 hours. The patient left the clinic free from symptoms. 
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A CASE OF 
ABDOMINAL LYMPHOGRANULOMATOSIS 
MALIGNA (HODGKIN’S DISEASE), 


WITH HIGH BLOOD-EOSINOPHILIA AND LYMPHO- 
GRANULOMATOUS INFILTRATION OF THE 
EPIDURAL FAT. 


By F. PARKES WEBER, M.D. Cams., 
F.R.C.P. Lonp., 
SENIOR PHYSICIAN TO THE GERMAN HOSPITAL, LONDON ; 
AND 
O. BODE, M.D. BERLIN, M.R.C.S. ENG., 


HOUSE PHYSICIAN TO THE HOSPITAL. 


THE case to be described was that of a young 
Englishman, H. W. M., a printer, aged 36 years, 
admitted to the German Hospital on April 23rd, 1927. 


Clinical History. 


Three weeks before admission he had begun to suffer 
from severe pains in the region of the left shoulder, gradual 
loss of strength and cachexia, with muscular weakness in 
the arm of the painful side. Previously to that he had 
apparently enjoyed good health. The Wassermann and 
Pirquet reactions were negative, and the intracutaneous 
reaction with an echinococcus antigen was likewise negative. 
Examination (including Rontgen ray examination) of the 
thorax showed nothing abnormal. There was considerable 
general wasting, but the wasting was slightly more marked 
in the left upper limb than in the right. All the deep 
nervous reflexes on both sides were ‘ active,” but those 
in the left upper limb rather more so than those in the right. 
(It should be remembered in this connexion that all the 
deep reflexes are often exaggerated in chronic cachectic 
wasting subjects.) The knee-jerks on the two sides were 
equal. Babinski’s sign was negative on both sides. 
Ophthalmoscopic examination showed nothing abnormal. 

In the hospital, owing to the presence of a chronic some- 
times remittent and sometimes intermittent type of pyrexia 
(up to about 101° F. in the afternoons) and a high blood- 
eosinophilia (up to about 40 per cent. of the white cells), 
and in the absence of any obvious cause for a high blood- 
eosinophilia, the possibility of early lymphogranulomatosis 
maligna was thought of, but enlarged lymphatic glands could 
not be detected anywhere. The liver was not enlarged and 
the spleen could not be felt. A few days after admission, 
however, a rather small, hard, immobile mass could be felt 
by deep palpation a little to the left of the centre of the 
abdomen, possibly arising from retroperitoneal lymphatic 
glands. The pain in the left shoulder and the weakness in 
the left upper limb were no longer complained of, but in 
May there was considerable lumbar pain, probably connected 
with the abdominal “‘ tumour ” (which later on, at the post- 
mortem examination, was found firmly adherent to the 
vertebral periosteum, doubtless having been pressing on 
and commencing to erode the vertebre). The ‘ tumour ” 
rapidly increased, until it became almost as large as a 


man’s head, whilst the patient became extremely emaciated 
and progressively weaker. He died on June 18th, 1927, 
about 11 weeks after the first symptoms of the disease were 
complained of. At the end there was a small non-sanguineous 
serous effusion in the right pleura. 

The diagnosis of lymphogranulomatosis maligna was 
further confirmed a little before the patient’s death by the 
development of intense general cutaneous pruritus with 
scratching. Owing to occult blood in the feces the presence 
of intestinal ulceration of lymphogranulomatous nature 
had been likewise suspected. 

Following are blood-counts made during life :-— 
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Repeated blood-counts early in May showed an eosinophilia 
averaging 40 to 50 per cent. of the total white cells. The 
thrombocyte-count (May 12th, 1927) was about 270,000 
per c.mm. of blood. 

The treatment was arsenical. Rontgen ray treatment 
at another hospital was advised, but when a vacancy 
occurred he had temporarily left our hospital and missed 
the chance. He was much worse when readmitted five 
days before his death. He was away from May 3th to 
June 13th. 

Necropsy. 

Examination showed a conglomerate mass of enlarged 
lymphogranulomatous and partly necrotic retroperitoneal 
lymph glands, firmly adherent to the vertebral column, 
almost as large a a man’s head, together with two ulcerated 
lymphogranulomatous plaques in the wall of the jejunum. 
On section (macroscopically) the conglomerate mass appeared 
lobulated, and in most parts it was white and hard, but 
portions were softened and necrotic, and one or two parts 
were hemorrhagic. The liver (weight 1260 g.), the spleen 
(weight 240 g.), and the kidneys (weight, together, 350 g.) 
were apparently not affected by the disease; nor was the 
substance of the pancreas, though this organ was included 
in the above-mentioned large tumour-like conglomerate 
mass. There was some serous effusion in the peritoneum and 
right pleura. The lungs appeared normal. There was an 
antemortem thrombus in the apex of the left ventricle, 
adherent to a fibrotic patch (microscopical examination) 
in the heart wall. There was diffuse lymphogranulomatous 
infiltration of the epidural fat on the dorsal aspect of the 
whole of the thoracic spinal cord, especially in the upper 
part. No tumour-like growth in the bones was found. 
The bone-marrow in the middle of the shaft of the right 
femur was examined ; it was red. The microscopic structure 
of all the lymphogranulomatous lesions corresponded to the 
descriptions of Sternberg, Dorothy Read, Sir Frederick 
Andrewes, and others. Amongst the cells were many large 
uninuclear (epithelioid) giant cells, as well as here and 
there a multinuclear giant cell. No striking local (tissue) 
eosinophilia was found excepting in the bone-marrow. 


Discussion. 

The special points of interest in the case were : 
(1) the acuteness of the process and the localisation 
in the abdomen; (2) the intestinal involvement : 
(3) the high blood-eosinophilia and the intense pruritus 
at the end; (4) the lymphogranulomatous infiltration 
of the epidural fat. 

(1) Acuteness of the Process and Localisation in the 
Abdomen.—Although the retroperitoneal lymphatic 
glands were probably affected for some time before 
the onset of subjective or objective symptoms, the 
process was extremely acute when compared to most 
other cases of the disease. Nevertheless, cases of 
so-called ‘‘ acute Hodgkin’s disease’’ have been 
described by various writers, and by one of us 
(F. P. W.) many years ago.' The retroperitoneal 
lymphatic glands are often affected in lympho- 
granulomatosis maligna, but they are relatively 
seldom the first group of glands to be affected. In 
cases in which they were apparently primarily 
affected—so-called ‘‘ abdominal Hodgkin’s disease ”’ 
—the main symptom during life has sometimes been 
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diagnosis of Hodgkin’s disease has not always been 
made during life, at all events in the early stages, when 
the superficial lymphatic glands were not enlarged 
and when no definite swelling in the abdomen could 
be made out. It has been suggested that in cases 
in which the abdominal glands are first affected the 
unknown microbic agent of the disease has entered 
the body by way of the alimentary canal. Whether 
this suggestion be correct or not, it is highly improbable 
that in the present case the relatively small lympho- 
granulomatous plaques in the jejunum represented 
the primary infection or “ port of entry” of the 
disease. Another question is whether the present 
case could be called one of ‘‘ Hodgkin sarcoma ”’ 
(after J. Ewing) as distinct from ‘‘ Hodgkin granu- 
loma.’”’* This we would leave undecided. 

(2) Intestinal Involvement.—The intestine is rarely 
involved by the lymphogranulomatous process, but 
in the unpublished case of a man in the ee of life 
kindly described to us by Prof. W. Bulloch, the 
intestinal involvement led to such extensive intestinal 
ulceration as to hasten the fatal termination. 

(3) High Blood-eosinophilia and Intense Pruritus 
at the End.—Local eosinophilia (‘‘ hist-eosinophilia ’’) 
in lymphogranulomatosis maligna is sometimes 
extreme as it was in a case of mediastinal localisation 
described by Weber and Ledingham,‘ though in that 
case the blood-eosinophilia (‘‘ hem-eosinophilia ’’) 
was not above 10 per cent. in the differential count 
of the white cells at the times when the blood-counts 
were made. The collected results of clinical and 
experimental observations on the subject of eosino- 
philia make it seem probable that in local eosinophilia 
the eosinophil cells are carried to the affected parts 
by the blood stream from the bone-marrow, and 
that they are probably derived from the eosinophilic 
myelocytes in the bone-marrow. LEosinophilia is to 
be regarded as part of a general, protective, allergic 
reaction towards the presence in the body of foreign 
proteins or abnormal products of albuminous catabolic 
metabolism within the body. The extensive necrotic 
changes in lymphogranulomatosis maligna (due to 
the lymphogranulomatous process itself) are probably 
the cause of the local and general (blood) eosinophilia 
observed in varying degrees at various stages of the 
disease. Nevertheless, a persistent high blood- 
eosinophilia, such as was a feature of the present case, 
is very rarely met with. In the above-mentioned 
case, of which Prof. Bulloch kindly told us, there was 
for a time a still higher blood-eosinophilia than in 
our case, and in that case, as in ours, the lympho- 
granulomatous process had likewise involved the 
intestine. It may turn out that in the very rare 
cases of lymphogranulomatosis maligna with excep- 
tionally high blood-eosinophilia the intestine is 
invariably involved. - Probably the intense universal 
pruritus constituting the most striking clinical feature 
of certain cases of lymphogranulomatosis maligna 
—the so-called ‘‘ prurigo lymphogranulomatosa ’’ °— 
is due (like eosinophilia) to harmful products of the 
lymphogranulomatous process circulating in the 
blood stream. The pruritus, when it occurs, is a 
characteristic symptom of early stages of the disease, 
seldom occurring in the final stages. A very high 
blood-eosinophilia, when present, may disappear in 
later stages of the disease, as it did in the above- 
mentioned case of Prof. Bulloch, the protective 
‘** eosinophilic mechanism ” (if we may use the term) 
having perhaps become worn out or exhausted.® 

It may be noted that a sometimes valuable blood- 
sign in early Hodgkin’s disease—namely, a leuco- 
cytosis of the polymorphonuclear neutrophils—was 
absent in the present case.’ However, we believe 
that blood-counts are mostly of negative value in the 
differential diagnosis of Hodgkin’s disease—that is to 
say, as helping to exclude leukaemic and certain other 
affections. 

(4) Lymphogranulomatous Infiltration of Epidural 
Fat.—The cases of lymphogranulomatosis maligna in 
which lymphogranulomatous infiltration of the 


epidural fat was observed have been collected and 
discussed by F. Parkes Weber in the Quarterly Journal 





of Medicine (Oxford) and later on again in International 
Clinics (Philadelphia). In Parkes Weber’s original 
case (a young man who had long been under observa- 
tion with typical Hodgkin’s disease in the lymphatic 
glands of the neck) paraplegic symptoms occurred at 
the end, and a post-mortem examination revealed 
the presence of lymphogranulomatous infiltration of 
the epidural fat. In some cases (though not in the 
present one) the infiltration of the epidural fat has been 
associated with a remarkable symmetrical lympho- 
granulomatous infiltration of the periosteum in front 
of (ventral to) the vertebral centra, and this association 
should always be looked for. The reason why the 
motor or sensory symptoms due to lymphogranu- 
lomatous infiltration of the epidural fat in cases of 
lymphogranulomatosis maligna may occasionally be 
remittent, or pass off (compare certain cases reported 
from the London Hospital at the annual meeting of 
the Association of Physicians in 1926), is perhaps 
to be sought in variations in the turgescence of 
lymphogranulomatous parts (for instance, as some- 
times seen in cervical lymphatic glands), which may 
occur independently of any local X ray treatment. 
In the present case the patient’s extreme general 
wasting and cachexia may have caused diminished 
turgescence of the ** growth.”’ ® 

If the central nervous sytem and the epidural spinal 
space were examined systematically in every necropsy 
on a case of lymphogranulomatosis maligna, even 
when no nervous symptoms had been recorded during 
life, lymphogranulomatous infiltration of the epidural 
fat would doubtless be more frequently discovered 
than it hitherto has been. 
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THE late Sir William Osler,' in discussing the 
wtiology of slow compression of the spinal cord, 
mentions Hodgkin’s disease among its causes, and 


H. Thursfield? says that paraplegia from pressure on 
the spinal cord is known to occur in lymphadenoma, 
Nevertheless, published cases of paraplegia from 
lymphadenoma are infrequent, and this fact warrants 
a description of the following case. 

History. 


a surveyor, became ill at the age of 43, 
1925, nearly a year 


The patient, 
Night sweats commenced in August, 
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before death. Six months before death “ pain in the back 
and weakness of the legs’ was his complaint, and at this 
time he temporarily lost the use of the legs and arms. 

On examination the heart was found to be dilated, the 
spleen palpable, and the liver enlarged; the urine was 
normal; a white blood-count gave 4800 leucocytes per c.mm. 
Careful examination of the nervous system showed no 
abnormality. During the next month paralysis of the 
muscles of both upper arms set in, and examination of the 
nervous system on Jan. 26th, 1926, showed: Cranial nerves, 
normal. Arms: right deltoid (C. 4, 5, 6), paralysed ; right 
trapezius (C. 2, 3, 4), weak; right triceps (C. 6,7, 8), weak ; 
right infra-spinatus (C. 4, 5, 6) and supra-spinatus (C. 4, 5) 
active. All the muscles of the left arm appeared to act 
normally, but the deep reflexes were absent in both arms. 
Sensory examination of the arms revealed no objective 
changes, but there was a complaint of pain in the region 
of the left scapula and in the back of the neck. Legs: the 
knee-jerks were weak, the ankle-jerks just obtainable, and 
the plantar responses were both flexor. Sensory system 
of the trunk and legs normal. No abdominal reflexes 
could be obtained. The spleen and liver were still enlarged. 

A few days later the right biceps (C. 5, 6) failed, and 
lymphatic glands became palpable in the left anterior 
triangle-of the neck. A blood-count, dated Feb. 19th, 1926, 
showed: red cells, 5,520,000 per ec.mm.; hemoglobin, 
98 per cent. ; leucocytes, 4500 per c.mm. No differential 
count was done at this time. 

By Feb. 23rd, 1926, the liver was slightly, and the spleen 
markedly, enlarged. Examination of nervous system showed : 
Optic discs and cranial nerves normal, pupils irregular 
in shape, no sensory loss, paralysis and wasting of the right 
deltoid (C. 4, 5), right supra-spinatus (C. 4, 5) and infra- 
spinatus (C. 4, 5, 6). The right biceps (C. 5, 6) was feeble. 
The left deltoid (C. 4, 5, 6) and left biceps (C. 5, 6) were 
paralysed but not wasted. There were no deep reflexes in 
the upper arms. The ankle-jerks were absent, the knee- 
jerks just present, and the plantar responses flexor. The 
cerebro-spinal fluid was slightly straw-coloured, contained 
six cells perc.mm.,showed spontaneous coagulation, and had 
an albumin content of 0-3 per cent. (normal =0°04 per cent.). 
Sir James Purves-Stewart, who examined the case, said 
that these findings suggested a deposit pressing on the 
anterior roots of the fifth cervical segment, beginning on 
the right and extending to the left. The blood at this 
time showed a commencing anemia of indefinite character : 
red cells, 4,500,000 per c.mm.; hemoglobin, 85 per cent. ; 
colour-index, 0-9; white cells, 7500 per cmm. The 
corpuscles were of normal types. A differential count gave: 
neutrophils, 59 per cent.; lymphocytes, 33 per cent. ; 
hyalines, 7 per cent. ; eosinophils, 1 per cent.; basophils, 0. 

Subsequently the glands in the left side of the neck 
continued to enlarge. By April there was weakness of the 
muscles of the neck, and glands were palpable in both axille. 
In May it was found that there was numbness from the level 
of the distribution of the tenth dorsal nerve downwards. 
Retention of urine necessitated catheterisation. During 
this time the general condition was deteriorating, and the 
legs gradually became completely paralysed, with absence 
of knee- and ankle-jerks, and a double extensor response. 
Sensory loss came on gradually from the level of the tenth 
dorsal root distribution downwards. An extensive bed- 
sore appeared on the sacrum and extended rapidly. He 
died with broncho-pneumonia in July, 1926; the duration 
of his illness was about 11 months, 


Post-mortem Examination. 

Autopsy on the day following his death confirmed the 
diagnosis of lymphadenoma with multiple deposits in the 
spinal canal. The axillary, cervical, tracheo-bronchial, 
aortic, mesenteric, and inguinal glands showed lymphadeno- 
matous enlargement, which was confirmed by the microscope 
in the case of the axillary and bronchial glands. There were 
also enlarged glands in the portal fissure. An old healed 
tuberculous gland was found in the mesentery. There was 
terminal acute pericarditis, pneumonia, and nephritis. The 
liver was greatly enlarged, weighing 5 Ib. 12 oz., and it 
exhibited fatty degeneration and a number of whitish, 
fairly well-defined areas of lymphadenomatous deposit. The 
spleen weighed 1 lb. 12} oz., and showed similar areas. 
Sections of liver and spleen showed typical lymphadenoma. 

There was lymphadenomatous infiltration of the back 
muscles (confirmed by microscope) under the trapezius, 
which had spread into the spinal canal at two levels, 
apparently by way of the intervertebral foramina, which 
were filled with deposit, the bones themselves not being 
invaded. The levels at which invasion of the spinal canal 
had occurred were (1) at the sixth and seventh dorsal spines, 
and (2) at the first and second dorsal spines. A mass of 
pinkish-purple tissue, about 2 inches long, lay on both sides 
of the seventh dorsal spine. A similar but larger mass lay 
about the lower cervical and first dorsal vertebrae on both 





sides, invading the muscle-tissue and extending 2 inches 
from the mid-line into the muscle on the left side. The 
deposits in the spinal canal did not penetrate the membranes 
of the spinal cord, but formed purplish, grey, rather trans- 
lucent masses lying inside the canal on its anterior wall, 
adherent to the dura, and extending upwards and downwards 
from the points of entry. In this manner there was com- 
pression of the spinal cord and probably also of the spinal 
nerves. There were no deposits in the bodies of the vertebra, 
as are sometimes found. 
Discussion. 

F. Parkes Weber has recently summarised the 
published cases of paraplegia in Hodgkin’s disease,* 
and has himself fully described a case, giving details 
of the post-mortem examination.‘ Certain points 
seem worthy of further discussion. 

1. Although compression of the spinal cord or of 
the cauda equina is the usual explanation of paraplegia 
in cases of lymphadenoma, this is not always so, 
as the following case, described by G. A. Allan and 
J. W. S. Blacklock,® illustrates :— 


The patient, a woman of 44, died of Hodgkin’s disease 
with paraplegia, bed-sores, and septic meningitis. Post 
mortem no lymphadenomatous deposits were found in 
connexion with the spinal cord. There was incomplete 
degeneration of the crossed pyramidal tracts above the 
mid-dorsal region ; below that level there was myelitis with 
complete degeneration of the pyramidal tracts. 

Parkes Weber has suggested as an explanation for 
these cases of involvement of the spinal cord not 
due to compression that deep Rontgen ray treatment 
may give rise to transverse degenerative changes in 
the spinal cord. Allan and Blacklock’s case does 


not support this suggestion, but other cases 
might have this explanation. Thus J. A. Ryle 
supplied Parkes Weber with notes of a case of 


Hodgkin’s disease treated with deep Rontgen ray 
therapy. This patient quite suddenly lost all power 
in his lower limbs, and later died with paraplegia. 
Post mortem there was nothing exerting pressure 
on the spinal cord, but at the level suspected there 
was simple softening of the cord over an area of two 
or three inches. 

2. In our case described above the lymphadeno- 
matous deposit appeared to grow into the spinal 
canal by a process of invasion through the inter- 
vertebral foramina. Exactly the same was noted by 
H. L. Tidy in a case of Hodgkin’s disease with 
paraplegia. The necropsy notes written by J. 
Bamforth state that “‘. .. growths were present in 
the spinal canal on the posterior aspect of the cord, 
extending from the sixth to the tenth dorsal vertebre. 
Four processes were present on each side of this mass, 
and were due to the fact that the growth had made 
its way into the canal through the spinal foramina. 
With increase in size, fusion between the various 
portions of growth from different points of entry had 
evidently taken place.’’® It was also noted that 
there were small nodules of growth in the erector 
spine in the lower dorsal region, and at the post- 
mortem lymphadenomatous infiltration of the back 
muscles (erector spine) near the points of entry into 
the spinal canal was noted. Such findings do not 
seem to have been recorded in any other cases. The 
finding of lymphadenomatous deposits in muscle is 
by no means common. 

3. Parkes Weber in his summary refers to 13 cases 
of paraplegia complicating lymphadenoma, and 
mentions also one case of Hodgkin’s disease with 
upper limb involvement. The present case illustrates 
involvement of both upper and lower limbs. Analysis 
of all these cases (of paraplegia) gives the following 
summary of the various pathological findings in 
paraplegia associated with lymphadenoma :— 

(a) Lesion due to compression of the cord.—{1) Deposits 
in the epidural tissue pressing on the spinal cord or on spinal 
nerve roots (five cases). (2) Erosion of the bodies of vertebra 
by lymphadenomatous growth (two cases). (3). Invasion 
through intervertebral foramina (two cases). (4). Deposits 
in the spinal dura mater (one case, and one in which the 
diagnosis is doubtful). 

(b) Disease of the spinal cord other than compression.— 
(1) Myelitis (two cases). (2) Syringomyelia (one case). 
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4. Invasion of the nervous system in Hodgkin’s 
disease is perhaps not so rare as is usually supposed. 
Thus in a series of 36 patients with this disease 
observed at Montefiore Hospital during the years 
1914-25, ten patients showed invasion of the 
nervous system.’ The cases in this series could not 
be included in the foregoing analysis of pathological 
findings because in many of them no autopsies were 
performed, and in the others the details are insufficient. 


Our thanks are due to Sir James Purves-Stewart, 
Dr. A. E, Barnes, and Mr. C. T. Neve for permission 
to make use of their clinical notes on this case. 
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A CASE OF TRANSIENT PARAPLEGIA IN 
HODGKIN’S DISEASE. 


By DEVEREUX FORREST, M.D. Duru., 
M.R.C.P. Lonp., 
MEDICAL FIRST ASSISTANT, LONDON HOSPITAL, 


THE literature on this subject is scanty. F. Parkes 
Weber ' states there are very few definite cases of 
this complication on record. He records one case in 
which post mortem revealed lymphogranulomatous 
thickening of the periosteum of the vertebrae, and 
quotes six cases from otber authors, one of the latter 
being doubtful. In the addendum to this paper a 
further four cases are mentioned, one of which 
(Dr. J. R. Charles’s case) developed spastic paresis, 
which recovered and had not returned up to the date 
of death four years later. This recovery was due, 
it is suggested, to X rays and arsexic. There was no 
autopsy. 

A case is also recorded by G. A.-Allan and J, W. S. 
Blacklock ? where spastic paraplegia with sensory 
change took place. Shortly before death the woman 
developed a paresis of the left arm and face, shortly 
followed by a complete hemiplegia. Post mortem an 
acute meningitis with purulent infiltration was found, 
extending down over the base and upper cord. There 
was no histological evidence of lymphogranulomatous 
tissue in any section of the central nervous system, 
These authors consider that the meningitis could only 
be responsible for the terminal symptoms. 

The following case has some interesting features. 


History. 

The patient was a warehouseman aged 34 years. 
Since his discharge from the army in 1919 he had suffered 
from lack of energy, pain in the chest, and cough. About 
Christmas, 1922, he noticed a small lump in the left supra- 
clavicular fossa; this subsided in a week or two. It 
reappeared in February, 1923, and afterwards steadily 
increased in size. The condition was thought to be 
tuberculous, and he was sent to a sanatorium. After three 
months there the diagnosis was revised, and he was admitted 
to the London Hospital under Dr. Robert Hutchison on 
June 6th, 1923. He then had a mass of matted glands in 
the left supraclavicular fossa and one solitary gland in the 
left groin. One of the former was excised, and the condition 
was found to be Hodgkin’s ee. There was 
a slight secondary anemia, but no enlargement of either 
spleen or liver. The mass in the neck subsided under X ray 
treatment, and he was discharged improved. He was kept 
under observation as an out-patient in the medical and 
radiological departments, and was able to continue his work 
until July, 1925, when he began to have chronic pains in 
the stomach and left groin. These became worse, and 
prevented him from walking any but short distances. 
About Sept. Ist he noticed that his left leg was numb and 
cold, and that it appeared weaker than the right. He was 
readmitted Sept. 5th. 

* Quart. Jour. Med., 1923, xvii., 1. 
* Glasg. Med. Jour., 1925, ciii., 115. 





Examination.—He was a pale, wasted man. Several 
small fairly discrete glands, varying in size from a pea to 
a thrush’s egg, were present in both supraclavicular fosse, 
the left axilla, and both groins. The spleen extended two 
fingers-breadth, and the liver three, below the costal 
margin. 

In the nervous system the abdominal reflexes were 
absent, whilst the knee-jerks and ankle-jerks were increased 
and equal. The plantar reflexes were: right, doubtful 
flexor; left, extensor. There was no sensory change. 
Motor power was decreased in both legs, especially the left. 

Course.—The condition progressed slowly, and on Oct. 6th 
spasticity was marked in both legs, and there was a bilateral 
extensor response. Patellar and ankle clonus were also 
resent. Voluntary movement was weaker, the left leg 

eing almost powerless. On Oct 20th the reflexes were less 
brisk and, though the bilateral extensor response remained, 
no clonus was elicited. By Nov. 18th the right plantar 
response was flexor, and the left ankle-jerk was not obtained. 
A week later both toes were downgoing and the knee- and 
ankle-jerks were normal. From this time onwards the 
condition of the patient became progressively worse and he 
died on Jan. 4th, 1926. No further evidence of paraplegia 
was found. 
he blood counts showed a progressive anemia, that on 
Dec. 8th being: red cells, 2,200,000 ; haemoglobin, 35 per 
cent. ; colour-index, 0:8; white cells, $200. 
The Wassermann reaction was negative. 


The patient had two doses of X rays, on Sept. 28th 
and Oct. 2nd, and was on arsenic (liq. arsen. 
hydrochlor. M iii., t.d.s.) up to September and again 
from Dec. 8th. It would seem, therefore, unlikely 
that either of these forms of therapy played a part 
in his recovery from paraplegia. 


Post-mortem Findings. 

The following is a summary of the findings. Hodgkin’s 
lymphogranuloma of greatly enlarged and matted left 
lumbar and left iliac lymphatic glands, and glands around 
cardiac end of stomach, of moderately enlarged right lumbar 
and iliac, paracesophageal, bronchial, and upper cervical 
glands, and of slightly enlarged gastrocoronary and left 
inguinal glands. Hardbake spleen. Lymphogranulomatous 
nodules numerous in liver and sparse in marrow of right 
femur. Partial degeneration of dorsal, pyramidal, and peri- 
pheral tracts of spinal cord, and pigmentation of cells of 
anterior horns ; cedema and anemia of brain. (Edema and 
emphysema of lungs, with collapse of lower posterior 
borders. Bilateral pleural effusion; ascites; oedema of 
kidneys, heart, pancreas, intestines, brain, marrow of 
femur, and ankles. Parenchymatous degeneration of 
kidneys. Simple atrophy of myocardium. Slight general 
atheroma of arteries. Fibrous obliteration of lumen of 
appendix. Marginal hemorrhoids. Red marrow throughout 
humerus and lumbar vertebra, in upper half of femur, and 
in a few small areas in tibia. Extreme wasting. No 
lymphogranulomatous infiltration of brain, spinal cord, 
meninges, or vertebrae. 

Microscopical Examination of Spinal Cord.—Sections were 
taken of the second, sixth, and seventh cervical, first, fifth, 
and ninth thoracic, second lumbar, and first sacral segments, 
and were stained with Ehrlich’s hematoxylin and eosin, 
with Weigert’s iron-hematoxylin and van Gieson’s mixture, 
with Weigert’s fuchselin and lithium carmine and by the 
Weigert-Pal method. 

In all segments most of the cells of the anterior cornua 
are pigmented. The neurochromatin usually forms an ill- 
defined net. Occasional cells are swellen and very feebly 
stained. Reduction in size of the cells is not obvious. 
There is no inflammatory infiltration of the meninges or of 
the substance of the cord. There is a definite loss of myelin 
in the columns of Goll in the cervical cord and in the central 
part of the dorsal columns in the thoracic and lumbar cord. 
This is associated with slight gliosis and a few fat-granule 
cells. In the second cervical segment there is a small patch 
of slight degeneration in each ventrolateral column opposite 
the ventral surface of the anterior horns, and a small patch 
of slight loss of myelin in the left lateral pyramidal tract. 
In the other segments the sections stained by the Weigert-Pal 
method show pallor in the periphery of the cord, especially 
in the dorsal cerebellar and adjacent part of the lateral 
pyramidal tracts. In the first sacral segment the degenera- 
tion of the lateral pyramidal tracts appears to be more 
definite. 


Discussion. 

The chief lesion is thus a slight degeneration in the 
columns of Goll in the cervical cord, and in the central 
part of the dorsal columns in the remainder of the 
cord. There is also slight degeneration in the ventro- 
lateral and left lateral pyramidal tracts in the upper 
cervical region, and in both lateral pyramidal tracts 
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in the sacral region, and a slight degeneration of the 
cells of the anterior horns throughout the cord. In 
character and distribution the lesions do not correspond 
to those in any of the recognised systemic degenera- 
tions of the spinal cord. It is reasonable to suppose 
that the Hodgkin’s disease was directly or indirectly 
responsible for them. 

There are three ways in which theoretically the 
Hodgkin’s disease could cause a degeneration of the 
kind found in the spinal cord: (1) by liberation of 
toxins; (2) by pressure of granulomatous tissue upon 
the vessels supplying the spinal cord ; or (3) by causing 
general anemia. Of toxins there is no direct evidence. 
Mechanical ischemia appears to be excluded by the 
findings at necropsy; the only spinal arteries likely 
to have been subjected to pressure by the granuloma 
were the left lumbar. Of general anemia there is 
positive evidence ; secondary anzmia was found on 
examination of the blood as early as June, 1923, and 
it was found to be very severe in September and 
December, 1925. 

In view of the interesting nature of the case, I 
investigated the hospital records of lymphogranuloma 
for the past 20 years. Only four cases were found in 
which there was definite record of spinal involvement. 
Of these only one came to autopsy. 

This patient, a boy, aged 14, gave a history of ten months’ 
duration. He was readmitted to the London Hospital 
May 5th, 1911, because of weakness and numbness of his 
legs. He had very widespread Hodgkin’s disease, with 
spastic paraplegia and some analgesia. His condition became 
rapidly worse, and he died on May 30th. Post mortem, 
widespread Hodgkin’s disease was found, but there was no 
sign of it having involved the vertebre or cord. The para- 
plegic signs were due to syringomyelia. Cavitation extended 
upwards from the right side of the upper part of the ninth 
thoracic segment to the left side of the third segment. 
The central canal was absent in places. 

Of the other three, one, a Woman of 36, had in 
addition to spastic paraplegia at first indefinite 
analgesia and later complete loss of sensation to heat, 
cold, and pain up to the seventh dorsal distribution. 
She died at home shortly after discharge, no change 
in the signs having been observed meanwhile. 
Another, a boy, aged 18, showed extensive changes, 
and the sense of touch was also affected. X ray showed 
extensive destruction of the upper dorsal and lower 
cervical vertebrae. The last, a girl of 15, showed gross 
sensory change up to the sixth dorsal roots and spastic 
paraplegia. 


I am indebted to Prof. H. M. Turnbull and Dr. 
A. B. Bratton for the whole of the pathological 
details. 














SIX CASES OF 
SPONTANEOUS OR FORCEPS 
DELIVERIES 
FOLLOWING PREVIOUS CESAREAN SECTIONS, 


By M. SALMOND, M.D. Lonp., 


THIRD ASSISTANT, OBSTETRICAL AND GYNECOLOGICAL UNIT, 
ROYAL FREE HOSPITAL, LONDON. 


THE following six cases are taken from the records 
of the Obstetrical and Gynecological Unit at the Royal 
Free Hospital. They are interesting because in all of 
them the uterus stood perfectly the strain of either a 
spontaneous or forceps delivery after Caesarean section 
and in one case after two previous Cesarean sections. 
The sutures used in the different cases varied ; both 
chromicised catgut and No. 4 silk apparently produced 
an adequate uterine scar, even when in one case 
there was sepsis during the puerperium. It is 
probable, however, that unabsorbable sutures are to 
be preferred, owing to the formation of autolysing 
ferments during involution which destroy catgut. 


The Cases Described. 


CasE 1.—A woman, aged 27. Her first child was delivered 
in 1922 by Cesarean section at term on account of a central 





placenta previa. There was a history of one slight attack 
of hemorrhage a few weeks previous to admission. She was 
admitted from the antenatal clinic on account of hemorrhage, 
and was not in labour. The presentation was a right 
occipito-posterior and the head was high but could be 
pushed into the pelvis. The pelvic measurements were : 
*A.T. 8, LC. 10, Ext. C. 7}, P.I. 3}. On vaginal examination 
the pelvis showed slight general contraction and flattening, 
the promontory being just palpable. Cssarean section was 
performed at once. The child was a healthy male weighing 
6 lb. 15 oz, The sutures used for the uterus were chromicised 
and fine catgut. The puerperium was normal and the 
condition on discharge was satisfactory to both mother 
and child. 

Her second pregnancy took place in 1923, a year later. 
She had a normal antenatal period. The head was high 
and did not push into the pelvis. The presentation was 
left occipito-anterior and Cesarean section was performed 
at term. A healthy male child was delivered weighing 
7 lb. $0z. Hemorrhage was rather profuse. The sutures 
used were No. 4 silk and fine catgut. The puerperium was 
— The condition on discharge was satisfactory to 

th. 

The third pregnancy took place in 1927. The antenatal 
period was normal. Labour occurred at term, and was 
spontaneous and very rapid. The presentation was right 
occipito-anterior, the head pushing easily into the pelvis. 
The first stage lasted 7 hours, the second 45 minutes, and 
the third 15 minutes, The child was a healthy male weighing 
8 lb. loz. There were no complications beyond a second 
degree laceration of the perineum. The puerperium was 
normal and the condition on discharge satisfactory to both. 


This case is interesting in that it now seems 
probable that the second Cesarean section was 
performed unnecessarily and that the patient would 
have delivered herself naturally. Chromicised catgut 
and silk sutures were used and both seem to have 
been entirely satisfactory in producing healthy 
scars in the uterine wall. 


CasE 2, that of a 2-para, aged 32, is somewhat similar. 
Her first child was delivered in 1923 by Ca#sarean section 
for central placenta previa. Pelvic measurements were : 
*A.I. 8}, LC. 103, Ext. C. 74, P.I. 34. The pelvic walls 
were rather easily felt. The child was a male weighing 
6 lb. 6 0z., slightly premature. It survived only 24 hours. 
The puerperium was febrile, partly due to a coliform 
urinary infection, and partly to sepsis, uterine drainage 
being poor. The uterus was cleared of clots manually 
20 days following the Cesarean section. After this the 
patient made an uninterrupted recovery. The sutures 
used in this case for the uterine wall were No. 4 silk and 
fine catgut. 

Her second pregnancy was at term in 1926. She was 
normal in the antenatal period. The presentation was 
right occipito-anterior. Delivery was effected by forceps 
in order to avoid the risk of rupturing the uterus owing to 
delay in the second stage accompanied by severe pains. 
There were no complications beyond a vaginal laceration. 
Labour lasted 11 hours (first stage 84 hours, second stage 
2 hours, third stage 30 minutes). The child was a healthy 
male weighing 61lb. 80z. The puerperium and condition 
on discharge were satisfactory to both mother and child. 


CasE 3.—-A woman, aged 23, was admitted at term in 
labour with her first child in 1922. The pelvic measure- 
ments were: *A.1. 8}, 1.C. 10, Ext. C. 74, P.1. 4. On vaginal 
examination the promontory was not felt and the pelvis was 
of the small round type. The presentation was a footling 
breech. The membranes were ruptured. One hour later 
the umbilical cord prolapsed. Cesarean section was per- 
formed at once. A male child, healthy, and weighing 
4 1b. 15 0z., was delivered. The haemorrhage was rather 
profuse. The sutures used were chromicised and fine 
catgut. The puerperium was normal and the condition on 
discharge was satisfactory to both mother and child. 

The second pregnancy was in 1924 at term. The antenatal 
period was normal. The presentation was a right occipito- 
posterior. After rupture of the membranes had taken place 
manual rotation was performed and the child was delivered 
spontaneously as right occipito-anterior. The child was a 
healthy female weighing 6 lb. 24.0z. There were no com- 
plications excepting a vaginal laceration. Labour lasted 
174 hours (first stage 12} hours, second stage 4 hours 
15 minutes, third stage 45 minutes). The puerperium was 
normal and the condition on discharge satisfactory to both. 





* ALI. Anterior interspinous diameter. 
P.I. - Posterior interspinous diameter. 
Ext. C. External conjugate diameter. 


I.C. =  Intercristal diameter 


eS 











| 








Tue LANceT, | 


DR. G. H. ORIEL: PATHOLOGY OF SEA-SICKNESS. 





[Ocr. 15, 1927 811 








The third pregnancy took place in 1927 at term. The 
antenatal period and labour were normal. Delivery was 
spontaneous as a persistent left occipito-posterior. The 
child was a healthy female weighing 4 lb. 120z. Labour 
lasted 20} hours (first stage 19 hours, second stage 55 minutes, 
third stage 20 minutes). The puerperium was normal and 
both mother and child were discharged well. 


CasE 4.—The patient, aged 32, had had three normal 
labours at term and one miscarriage. Her fourth ime J 
was normal. The o's measurements were: *A.I. 
LC. 9, Ext. C. 74, P.I. 4, the pelvis being slightly omell, 
The promontory was om felt. She was first attended during 
her fourth labour on the district but was admitted into 
hospital having been in labour for 20} hours with obstruction 
due to a brow presentation. A retraction ring was present 
and extended nearly up to the umbilicus and the lower 
uterine segment was much thinned. Her general condition 
was good and her pulse 100. Cesarean section was performed 
at once. The sutures used were chromicised and fine catgut. 
The child was a female weighing 9 lb. 1 0z., probably about 
three weeks postmature. The puerperium was febrile for 
one week and was complicated by bronchitis. On discharge 
the uterus was normal and the abdominal scar well healed. 
The infant was satisfactory. 

Her next labour was in 1925, right occipito-anterior, 
spontaneous, and at term. The child was a female weighing 
Sib. 74 0z. The first stage lasted 8 hours, the second 
27 minutes, and the third 10 minutes. The puerperium was 
afebrile and uneventful except for slow involution of the 
uterus. On discharge the uterus was still slightly bulky 
but both mother and child were satisfactory. She is now in 
hospital having had a second normal delivery at term 
following the Cesarean section. The presentation was a 
right occipito-anterior. The first stage lasted 7 hours 
15 minutes, the second 20 minutes, and the third 40 minutes. 
The child was a stillborn male. Post-mortem examination 
showed a tentorial laceration. The reason for the stillbirth 
is difficult to find as delivery was normal in every way. 
Her condition during the puerperium is so far satisfactory. 


CasE 5.—This patient was 22 years old. Her first preg- 
nancy was in 1920, Her pelvic measurements were: *A.1. 8}, 
LC, 94, Ext. C. 8. She was delivered at term by Cesarean 
section because of multiple granulomata of the vulva due 
to syphilis. The abdominal wound became septic and 
healed slowly. This operation was not performed at the 
Royal Free Hospital and there is no record of the suture 
material used. She attended the Royal Free Hospital for 
her second pregnancy in 1923. She was found to have a 
positive Wassermann reaction, and an ulcer on the right 
labium and had appropriate treatment during the antenatal 
period. She was allowed to go into labour and forceps were 
applied during the second stage for fear of rupture of the 
previous Cesarean scar. The presentation was a right 
occipito-posterior. The first stage lasted 18} hours, the 
second 45 minutes, and the third 25 minutes. The child 
was a stillborn male, and post-mortem examination showed 
that death was probably caused by tentorial lacerations 
and cerebral hemorrhage due to stress of delivery. The 
puerperium was febrile and complicated by an acute 
ulcerative condition of the left tonsil, which after various 
pathological investigations was thought to be syphilitic. 
The condition of the uterus was satisfactory on discharge. 


Case 6, that of a patient, aged 19, comes under a different 
category. In 1922 she had her first pregnancy terminated 
at 38 weeks by Cesarean section for eclampsia. She was 
admitted unconscious, having had 12 fits before admission. 
The sutures used were chromicised and fine catgut. The 
child died in a few hours. The mother had no further fits 
after delivery and gradually improved. She was dis- 
charged with a trace of albumin and a blood pressure of 
160 mm. Hg. The uterus was normal. Two years later she 
again became pregnant. She was admitted for observation 
and treatment for albuminuria on three occasions. At 33 
weeks she was admitted with eclamptic fits, her blood 
pressure being 210. The urine was solid with albumin and she 
had six fits in the space of one and a half hours ; these ceased 
after venesection. Consciousness was regained nine hours 
after the last fit. Induction of labour was unsuccessfully 
attempted by means of a Barnes bag. Four days later a 
stomach-tube was inserted and delivery was effected by 
means of forceps two days later. During the interval 
between induction and delivery she had severe headache 
and blurred vision. She was given potassium bromide, 
syrup of chloral, and scopolamine during labour. Two 
hours after delivery she had one fit and regained conscious- 
ness six hours later. The child was a male weighing 3 Ib. 2 oz. 
and survived 14 hours. It was examined post mortem and 
cedema of the brain was found and a slight extra epicranial 
hemorrhage over the right parietal bone. The puerperium 
was slightly febrile. There were severe retinal hemor- 





rhages and much exudation on examination of the fundi 
oculi. On discharge the patient was improving but had 
some albuminuria still and a blood pressure of 170. The 
uterus was normal. 

In spite of advice the patient again became pregnant. 
Induction of abortion was performed when her menstrual 
period was 14 days overdue, and later sterilisation was 
carried out by means of X rays. The blood pressure was 
170/140. It seems probable that in view of the recent 
statistics on the treatment of eclampsia that Cssarean 
section should not have been performed in the ordinary 
course of events on this patient. 


Comment. 

It would be interesting if others would collect 
further cases such as these, and much valuable 
information might be gleaned from them which would 
prove helpful in the treatment of future cases, 
especially those with contracted pelves. 

In the treatment of contracted pelvis there is the 
temptation to rely upon Cesarean section as an easy 
method of delivery. A considerable number of cases 
would undoubtedly deliver themselves if the operation 
were postponed until the effects of labour had been 
tested. Even in some cases where the prognosis 
seemed hopeless for any other method of treatment 
than Cesarean section, the results are excellent when 
the patient has been allowed to attempt spontaneous 
delivery. It is the practice now in the Obstetrical 
Unit in some cases to perform Cesarean section after 
the patient has been given a trial labour in cases of 
disproportion and pelvic contraction. The result of 
this has been a marked diminution in the number of 
operation cases. The operation is that of the vertical 
incision high up in the uterus. The uterine incision 
is now being closed in some cases with four layers of 
silk sutures—one interrupted layer through the wall 
avoiding the decidua and peritoneum, one continuous 
layer between these sutures, one continuous peritoneal 
layer, and one fine continuous suture to bury the 
incision entirely. This method of suturing has proved 
itself so satisfactory that in some cases where a 
subsequent Cesarean section operation was necessary 
the scar on the uterus could not be located. 


I am indebted to Prof. Louise McIlroy for permission 
to publish these cases. 





THE PATHOLOGY OF SEA-SICKNESS 
By G. H. ORIEL, M.D. Camp., 


LATE SURGEON, CANADIAN PACIFIC STEAMSHIPS. 


SEA-SICKNESS, although an ancient malady, still 
olfers scope for investigations as to its pathology and 
treatment. The modern traveller expects more than 
sympathy from his medical attendant at sea. The 
following suggestions have been put forward to explain 
the cause of sea-sickness :— 

(a) The labyrinthine theory'* suggests that upset 
in balance occasioned by the instability of the 
ship causes vomiting, just as does revolving in a 
chair on land. This theory was tested by the writer 
in a series of patients in two ways: (1) nystagmus was 
sought in a series of over 5000 patients suffering from 
sea-sickness, but was not found ; (2) the “ revolving ”’ 
test was performed on a patient in port, 20 revolutions 
being sufficient to cause nystagmus ; the same number 
were found necessary to cause the same condition 
when nausea was experienced at sea. <A further 
observation has been recorded that in the case of three 
deaf mutes who happened to be travelling together, 
one was sick and two were not.’ It appears, 
therefore, that the supporters of this theory should 
bring forward more evidence to support their view. 

(b) The neurotic theory postulates that the symptoms 
are the result of auto-suggestion. It will be shown 


later that there is a metabolic change present, and a 
theory will be suggested that may explain the fact 
that some people are sick even whilst the ship is still 
There are many other suggestions, such as 


in port. 
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over-feeding, over-drinking, and constipation, which, 
although possibly contributory, are certainly not the 
main factor. 

(c) It has been suggested that sea-sickness is an 
acidosis, and is curable by the administration of 
glucose.‘ It was to investigate this the>ry that the 
following work was undertaken; t« determine 


whether the acidosis, if present, were the sequel to, | 


or the main cause of, the vomiting. 


The Present Investigation. 
A subject for investigation was taken who was 
normal in every way—a male aged 30. His blood 
was analysed and found to have a normal content of 


| 


TABLE V.—Also shows Acidosis before Vomiting. 


10 A.M. 10 A.M. 
Total acid (per cent.) 5-4 


° 44 ow ee ee 
Mg. of NH, (percent.) .. 136 Acetone + oe + 
Patient vomited at 10.30 a.m. 


These two cases are typical of the results found on 
examining the urine in the pre-vomiting state. Once 
| vomiting is established the acidosis becomes much 

more marked, as there is an added starvation-acidosis 
| present. In bad cases of sea-sickness very high 

ammonia figures were obtained, as, for instance, in the 
case shown in Table VI. 


urea, blood-sugar, chlorides, and uric acid. Hourly 
specimens of urine were then taken and analysed for 7 AM. 11 AM. 
free acid and ammonia-content. Folin’s method was Total acidity .. 26 La i 2a 
used throughout—i.e., titrating 10 c.cm. of urine Mg. of NH, (per cent.) .. we o- 173 
against N/10NaOH, and retitrating after the addition u ais es es 6 
of neutral formalin, using neutral red as an indicator. 
A three days’ average was obtained, the subject being 
kept on a normal diet, the hours of rising, feeding, and It is difficult to say how much acidosis is due to 
sleeping being the same as those at sea. The pH value starvation in such a case, but it is as severe as that 


TABLE VI.—Shows Acidosis following Vomiting. 


Pp 
Acetone 


“a $+t csce +++ 
Diacetic acid + oeae + + 


TABLE I.—Showing the Normal for the Subject under Investigation. 


A.M. 











P.M. 
| 

8 9 210 | 21} 18 1 2 3 bd of 6 7 8 9 10 11 
Per cent. total acidity ea 68 40 20 14 16 18 16 16 22 36 26 20 36 40 44 72 
. of NH, (per cent.) 88:4 | 68 34 17 17 17 17 20-4 23-8 | 44-2 25 23-8 23-8 23-8 50 70 
Pp > - ‘- -- | 46 50, 48 5 | 53 | 66 52) 52 52 53 55 53 50 53 4-9 
Acetone as se e% —- -= --- —- -- — _— — —_ = = = -= —- _— ~- 

B. L. D. 

TABLE II.—At Sea at the Commencement of a Storm. Same Methods used as in Table I. 
Per cent. total acidity e- | 84 62 40 32 20 26 30 | — 26 | 22 — 20 -- 32 -- 64 
Mg. of NH, (per cent.) ++ |129-2)102 85 51 30-6) 34 | 34 | — 40 | 68 | — 27:2) — 34 | — 136 
Pp ot os i tie 53\ 53 53 6 | 66) 64) 62) — 56!) 52) — 62] — | 61) — | 56 
Acetone ue aie se _ —_ + —_— —_ _ — — —_— + — — _ - -- oa 
Nausea ne in oo ao Se — —J— —] — + 
| | 
B. L. dD. 


B, breakfast ; L, lunch; D, dinner. 


of the urine was obtained by the capillator method, | found in diabetic coma. A patient in a condition of 
using methyl red and bromothymol blue as indicators. | acidosis following sea-sickness is semi-unconscious 
Acetone was tested for by the sodium nitroprusside | and dyspneeic, with a very feeble pulse. It must be 
method (Table I.). | by a deepening of this coma that deaths from sea- 
The same methods were used whilst at sea at the sickness occur, although I was fortunately unable to 
commencement of a storm. The departure from port | investigate such a case owing to lack of opportunity. 
took place during the night (Table II.). Asthe subject | The fact that acidosis was found in the pre-vomiting 
for investigation had been kept on the same diet as | stage suggested that the blood-sugar might show 
previously, it is fair to compare the figuresin Tables I. | alteration in this stage, and this matter was investi- 
and II. During the day the results shown in Table II. | gated. It will be appreciated that blood-sugar 
were obtained, nausea was experienced as shown in the | estimations are not easily carried out during storms at 
table, but no vomiting, and the usual food was taken. | sea, but every care was exercised to obtain accurate 
It will be seen that the percentage of ammonia is | results. Folin and Wu’s colorimetric method was 
much higher, all day, when the ship was pitching, | used throughout. Table VII. shows the blood-sugar 





especially when nausea was experienced. Thus: | of the same person from whom Tables I. and II. were 

| compiled, while he was suffering from the premonitory 

TABLE III. | symptoms. 
8 A.M. 10 A.M. 5 P.M. 11 P.M. | TABLE VII. 
Inport .. oo BEG es OE ices THD 1c FO -——— — 
At sea oe on Maw) aeee - BP ukac GD ‘nieve 
AM. P.M. 
At these times acetone was also present. It is clear 
that a condition of acidosis is present before vomiting | 9 il 1 o 3.9 8 
commences. This was confirmed in other cases in Blood-sugar .. ae 0-09 0-11 0-15 0-07 0-065 0-09 
which there was no opportunity of obtaining hourly | Acetone... .. .. 0 — — —- + + _- 
specimens and of studying the cases in detail, but in | Nausea... .. .. — a a + ae + 
which samples of urine were obtained during the pre- | eal oa when HH PP +4 b+ 3 ase 
re . age Mg.of NH; 3 : : 
vomiting stage. Tables IV. and V. illustrate the | Urinesugar .. ... — — mon salon par nnd 
results. 
TABLE IV.—Showing Acidosis before Vomiting | - - * 
. z J } B, breakfast ; L, lunch; D, dinner. 
10 A.M. 5 P.M. | 
Tee ee ot) Be oS age: RA ae It will be seen that there is a preliminary hyper- 
BH ay Ma Pe tte mt .. 69 1... 56 | glycemia followed by a hypoglycemia, accompanied 
cetone oe ee oe —_ coos OF 


by acetonuria and increase of ammonia excretion. 
The hyperglycemia is not very marked, 0-16 being 


Patient vomited at 5.30 p.m, 
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the highest that was found, except in the case of 
diabetics ; also, sugar was not detected in any urines 
tested in cases of incipient sea-sickness, but a rise in 
blood-sugar was constantly found. Estimations of 
blood-sugar were also made in the case of persons in 
whom sickness was firmly established. In these cases 
the blood-sugar was found to be uniformly low, 
although it might be argued that this was the result 
of starvation. 

Glucose was given in doses of 3 drachms 
(gr. clxxx.) to more than 1000 patients with sea- 
sickness, and the following results were noted. The 
effect observed in well-established cases was much 
superior to that obtained by the exhibition of other 
remedies such as atropine and strychnine, belladonna, 
chloral, bromides,® alkalis, and the various patent 
remedies. When glucose is administered to a well- 
established case acetone disappears from the urine, 
diuresis takes place, and ammonia excretion is 
lowered, with a corresponding increase in total 
acidity in the urine. Pari passu with the metabolic 
change there is an improvement in the general 
condition, and headache is abolished. The occurrence 
of diuresis is interesting and similar in nature to that 
which occurs after the other acidoses such as post- 
anesthetic vomiting and cyclic vomiting.* The effect 
of giving glucose is also good in the pre-vomiting stage, 
and here again acetoneis abolished. Itis an undoubted 
fact, however, that glucose administered to a well- 
established case is much more dramatic in its effect 
than in the pre-vomiting stage. Table VIII. shows 
a severe case treated with glucose in doses of 
3 drachms :— 


TABLE VIII. 








Glucose 3iii. 

7 AM. 11 A.M.| 2 P.M. 9AM 
Total acid (per cent.) .. 40 100 96 100 
Mg. of NH, (per cent.) .. 1768 265-2 212-2 | 136 
Acetone .. ee ee ++ ++ ; o— 
Vomiting. . o° oe + + + + ++ | — 
Blood-sugar i oe 0-074 0-08 0-10 0-09 





If the vomiting is severe and glucose cannot be 
retained for 15 minutes (in which time a large portion 
is absorbed) it has been given with succe s both intra- 
venously and rectally. Table IX. shows a pre- 
vomiting case treated with glucose. No vomiting had 
taken place nor did it subsequently occur. 


TABLE IX. 











| Glucose 3iii. 
10 A.M. 5 P.M. 10 P.M. 
Total acidity .. - 14-0 38 56 
Mg. of NH, (per cent.).. 17 78-2 | 68 
Acetone .. es oe + + | _ 
Nausea .. oe Se + + | — 
| 
Comment. 


Experiments show therefore : (a) That labyrinthine 
disturbances, if present, do not give rise to nystagmus 
or to alteration in labyrinthine tests. ; 

(b) That auto-suggestion is not wholly responsible, 
as there is a distinct metabolic upset found in the 
pre-vomiting stage, as shown by (1) hyperglycemia 
followed by hypoglycemia; (2) increased ammonia 
excretion ; and (3) the presence of acetone in the 
urine. 

(c) That when vomiting is established there is a 
very severe acidosis, as indicated by excretion of 
ammonia up to 265 mg. per cent., and the presence of 
much acetone and diacetic acid in the urine. 

(d) That the administration of glucose causes 
diuresis, abolition of acetonuria, and a fall in the 
ammonia excretion, resulting clinically in the relief of 
symptoms. . 

It is often found that diabetics show a much higher 
blood-sugar content when worried, and it has been 





repeatedly shown that in normal persons the blood- 
sugar may be raised even beyond the renal leak-point 
by emotional disturbance. It is reasonable to suppose 
that the combination of worry of departure, new 
surroundings, and stimuli to the sympathetic system 
by the motion of the boat cause an initial rise of 
blood-sugar. The succeeding fall is presumably due 
to exhaustion of glycogen reserve. One finds that if 
passengers can be persuaded to eat plenty of fruit 
and carbohydrates and to avoid fats, that they are 
never violently sick. The common error is to avoid 
food, which, of course, leads to early exhaustion of the 
glycogen reserve. Acidosis is the inevitable sequel. 
Once this train of events is in progress other factors, 
such as inability to take food and constant vomiting, 
tend to make the acidosis more severe. The adminis- 
tration of glucose reduces the acidosis by oxidation of 
the ketones and allows food to be taken normally. 

It has occurred to me that it would be advisable to 
administer small doses of insulin with a large dose of 
glucose to those cases which are not cured by the 
administration of glucose alone, in the same way that 
this procedure has been adopted with success in 
hyperemesis of pregnancy by V. J. Harding, of 
Toronto. I have not tried this, hoping that others 
more experienced in the method will advise me as 
to its feasibility. 


My thanks are due to the Canadian Pacific Steam- 
ships for facilitating this work, and to Prof. E. C. 


Dodds and Dr. A. A. Osman for their kindly interest 
and invaluable criticism. 
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THE USE OF LISTON’S LONG SPLINT 
IN THE TREATMENT OF FRACTURE OF THE FEMUR, 


By ROBERT MARTIN, L.R.C.P. EpIN, 


Liston’s long splint, which was so much used in 
my early days in the treatment of fracture of the 
femur, appears to be going out of fashion. Possibly 
its successors are better in themselves, but do they 





























Semidiagrammatic tracing from radiogram to show final position 
. of the fragments. 


give better results and more comfort to the patient ? 
I have treated two cases of fracture of the femur 
with this splint—namely, a case of simple fracture 
of the lower third with absolutely no shortening 
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and perfect movement, and the case which is here 
illustrated. 

The patient, a man of 28 years of age, was run over 
by a horse and cart and the ** cockers ’’ of the horse’s 
shoe went into his leg, one over the knee-joint and 
the other a few inches up the thigh. The result was 
a compound fracture of the lower third of the femur 
implicating the knee-joint, and as the accident 
occurred in the winter time on dirty roads, and it 
was absolutely impossible to thoroughly cleanse and 
disinfect the wounds, I put the limb up, in a Liston’s 
splint, in the usual way. On account of the septic 
condition of the wounds suppuration set in around the 
knee and the calf of the leg and I had to take it 
down daily for over two weeks to cleanse and dress 
the wounds. This was all done in a house of two 
rooms and a kitchen and with no trained assistance ; 
the only help I had was from the patient’s father and 
mother and some of the neighbours. There is 
absolutely no shortening, and many a time the patient 
has said, ‘*‘ No one knows that I had a_ broken 
thigh.’”” He has followed his avocation as manager 
of a mill for years without any discomfort whatever. 
Banbridge, Co. Down. 


Corrigendum.—In the paragraph of Sir William Willcox’s 
lecture on the treatment of pernicious anemia dealing with 
the Murphy-Minot diet (THE LANCET, Oct. 8th, p. 778), the 
daily requirement of liver or kidneys should, of course, be 
200 (not 20) grammes. The slip was corrected in part of 
our issue, 





Medical Societies. 
ROYAL SOCIETY OF MEDICINE. 


WAR SECTION. 

THE opening meeting of this Section took place on 
Oct. 10th, when Surgeon Vice-Admiral A. GASKELL 
delivered his presidential address on 

PROFESSIONAL OPPORTUNITIES OF THE SERVICE 

MEDICAL OFFICER. 
He explained that his purpose in choosing this 
subject was to deal a death-blow to the parrot-cry 
that there were no, or, at all events, very few and 
very limited opportunities in the Services for medical 
officers. To the uninformed it was a plausible state- 
ment, and at a time like the present, when the 
Services were anxious to attract the best type of 
medical officer, it was desirable to look round and 
ascertain what was preventing the right class of man 
from entering. He had carefully read the letters 
which appeared from time to time in criticism of the 
conditions of the Services, and had studied the 
evidence given before committees, such as_ the 
Durnford Committee before the war, and the Warren 
Fisher Committee which had recently sat. Both the 
letters and the evidence frequently stated that the 
Service medical officer’s opportunities for professional 
work were very limited. That statement, he did not 
hesitate to say, was doing incalculable harm to the 
Services on the medical side. Many men, fully qualified 
and keen but knowing nothing of the Services, were 
apt to believe such allegations and so did not offer 
themselves. Those, however, who through family 
ties or otherwise knew the conditions of the Services 
to be good, joined and did not regret having done so. 
There were magnificent medical officers in the Navy, 
Army, and Air Force, but not enough of them. He 
was able to speak most intimately of the Navy, but 
he knew something of the sister Services too. All 
three departments offered to the medical officer 
magnificent opportunities, as was amply shown in 
the addresses dealing with the subject by the late 
Sir William Leishman and Group Captain Cooper. The 
President grouped the professional opportunities under 
six headings: (1) reading, (2) obtaining higher 
qualifications, (3) perfecting training in methods of 





clinical examination, (4) obtaining access to sufficient 
good clinical material, (5) specialist and laboratory 
work, (6) the compilation of wealth. 


The Six Opportunities. 

(1) The great difference between the life of the 
Service medical man and that of the doctor in civil 
life was that in most cases the life of the latter was 
a very monotonous one, the direct contrary of that 
of his brother in the Services. For two or three years 
the latter would be doing regimental work, or would 
be on board ship, and then would have a strenuous 
three years in a large hospital. The life of the 
ordinary general practitioner was usually too full of 
mechanical routine to allow of much reading, research, 
or the recording of his experience, whereas these 
things, with plenty of hard work and _ high-class 
surgery to satisfy the greatest glutton for work, were 
included in Services experiences. His own 34 years 
in the Navy could be taken as a fair sample of what 
the Services medical officer had in the matter of 
opportunities, for during that time he had had 
facilities for taking part in every branch of the 
profession—except, of course, diseases of women. In 
addition, the less strenuous periods afforded time for 
study and for getting up to date in medical and 
surgical knowledge. The usual run of panel doctor 
had no such intervals of comparative leisure. 

(2) With regard to opportunities of obtaining higher 
qualifications, in civil life, once the young man was 
launched into practice, he had neither time nor means 
for studying for higher examinations, while in the 
Services men while still on full pay had granted to 
them periods of study-leave. 

(3) He had frequently pondered the perfecting of 
training in methods of clinical examination. It was 
of the greatest importance to examine recruits for 
the Services very thoroughly, for if a man was fit 
when he entered, it was a comparatively simple 
matter to keep him so. This necessity trained the 
medical officer to conduct examinations quickly and 
reliably, and these should be in the hands of expert 
and experienced medical officers. Stress was being 
laid on the importance of periodic medical examina- 
tions. That was not possible on a large scale in civil 
life, though it might be optional in schools and institu- 
tions ; but in the Services there were ample facilities 
for appreciating what the vigorous healthy normal 
was, and that was the finest groundwork for 
discovering disease. 

(4) Some might consider that in a large Service 
hospital there might be a quantity of clinical material 
but not qua!ity—i.e., that there was not a sufficient 
variety. As a fact, those hospitals contained patients 
of all ages, including those on the retired list, and 
there was a good deal of major surgery. On the 
subjects of venereal disease and tropical diseases the 
material was not only good, but was extensive, and 
it was doubly useful because of the facility offered in 
following up the cases, one of the defects which 
marred complete study in civilian and even ordinary 
hospital practice being want of this facility. 

(5) With regard to specialist and laboratory work, 
he referred to many branches of such activities. 
and reminded the audience that while no medical 
officer in the Services was allowed to forget that he 
was first and foremost an all-round medical man, 
special work was now paid for at an increased rate. 

(6) The Services medical officer was not highly paid. 
Periodically, committees dealt with questions of pay 
and remuneration, and he was convinced that the 
better the type of medical officer secured for the 
Services the better, eventually, would be the scale 
of payment. Moreover, a system of deferred pay 
enabled the medical officer to draw a pension, perhaps 
a larger amount than many civilian practitioners 
were able to save out of their practices. It was true 
that it was once declared that medicine was a magnifi- 
cent profession but a very poor trade, but that should 
not prevent anyone from joining it. Much, of course, 
depended on the man himself, for the keen man 
made his opportunities and seized them when they 
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occurred. He sometimes thought that those who 
were loudest in their criticisms of the conditions in 
the Services were those who were not desperately 
keen on their work ; they were probably representative 
of the spoon-fed, the poseurs. 


Discussion. 

Sir MATTHEW FELL, R.A.M.C., said that he joined 
the Services two years before the South African War, 
and after that war a Commission considered the 
reorganisation of the whole system. It was due to its 
findings that cases were concentrated at large hospitals 
instead of being scattered at many places, and this 
greatly facilitated study, and resulted in the aggrega- 
tion of valuable clinical material. 

Air Vice-Marshal DAvID MUNRO said there was no 
need to apologise for lack of clinical or other oppor- 
tunities in the Services, for in many cases they were 
more varied than in civil life. When that was fully 
realised he had no fear for the future of the Services. 
Some seemed to think that even if the opportunities 
existed, encouragement was not given to the keen 
man to pursue his career on his own lines. When it 
was understood that the policy of the Services was 
to encourage men to do the work they were keen on, 
and that advancement was obtained along professional 
lines, the name of the Services from the medical 
standpoint would be such that there would no longer 
be any recruiting difficulty. 

Admiral Sir Jos—EpH CHAMBERS said that the recent 
shortage of candidates in the Services was due to 
misapprehension as to the professional opportunities 
offered, and the kind of life. It simply needed that 
the true facts should be known, then the difficulty 
would have been solved. 

Mr. T. B. Layton remarked that a very important 
part of the work in the Services was keeping well and 
fit large numbers of human beings who entered quite 
fit physically and mentally. There was no means of 
obtaining that experience in civil life, but he thouht 
there must be in the future. His four and a half years 
of war service gave him a good opportunity of 
judging of the differences of opportunity provided 
by the two sets of conditions. The mental aspect 
was also important. Frequently a man came with 
symptoms, the cause for which was sought in an 
organic lesion in some small part of the body, and it 
transpired that it was due to a mental cause. In the 
war a regiment would show a sudden abnormal 
incidence of sickness, and it was sometimes traceable 
to the fact that the men as a whole, for some par- 
ticular reason, were not happy. The Services also 
taught the importance of the accurate filling up of 
documents. In civil life carelessness in this regard 
often led to serious delay. 

The PRESIDENT replied briefly. 


MANCHESTER MEDICAL SOCIETY. 


A MEETING of this Society was held on Oct. Sth, 
Dr. J. Gray CLEGG, the President, in the chair 


Pituitary Tumours. 

Dr. Gorpon Homes delivered an address on 
Pituitary Tumours, a subject, he said, that offers 
interest to all branches of the medical profession, 
to those engaged in academic work as well as to those 
who meet symptoms of pituitary disease in clinical 
practice, since recent investigations go to show that 
many of the functions which have been attributed 
to the pituitary belong to the nervous structures in 
the base of the brain, especially in the hypothalamus. 
At present the only function that can with certainty be 
ascribed to the anterior lobe of the pituitary is an 
influence on growth, but it probably also controls 
the development and activity of the sexual organs. 
Though extracts of posterior lobe have obvious 
effects when administered by injection, we are still 
ignorant of its normal function. The clinical sym- 
ptoms of pituitary disease can be, however, still most 
satisfactorily divided into those attributed to an 





over-function of the gland, or rather of its anterior 
lobe, and those which result from its destruction or 
deficient activity. The chief symptoms of hyper- 
pituitarism are acromegaly when the disease com- 
mences after adolescence, and gigantism, with which 
certain features of acromegaly or of hypopituitarism 
are often associated when it begins before normal 
growth is completed. 

The symptoms of hypopituitarism, Dr. Holmes said, 
are more common and more varied. Dwartism, 
usually associated with under-development of the 
sexual organs and absence of the secondary sexual 
characters, results from destructive lesions of the 
gland before the age of puberty. It is usually due to 
extrasellar tumours and other conditions that com- 
press the pituitary, for adenomata of the gland are 
rare at this age. Metaplasic adenomata developing 
after puberty produce Frdéhlich’s syndrome, or 
regression of sexual development and of the secondary 
sexual characters, disturbances in carbohydrate 
metabolism, and frequently somnolence and polyuria. 
In addition to these symptoms, which are usually 
regarded as a direct result of the pituitary disease, 
other symptoms due to the pressure of the tumour 
on neighbouring structures are often present. At 
first the intrasellar tension, and later the increase of 
general intracranial pressure, produce headache and 
occasionally vomiting, while the compression of one 
hemisphere or of a cerebral peduncle may give rise 
to a hemiplegia. More characteristic symptoms 
are due to compression of the visual paths, which 
produces more or less characteristic defects in the 
visual fields, the type of which depends on where 
the pressure acts. When the chiasma is situated 
posteriorly one optic nerve usually suffers first so 
that unilateral blindness results; this is usually 
followed by a temporal hemianopia in the other eye 
when the tumour extends back to the chiasma. When 
the chiasma is first involved an irregular bitemporal 
hemianopia is found, while the loss is mainly of the 
homonymous hemianopia type when the tumour 
compresses one optic tract. One early and frequent 
feature of the visual defects, which is often forgotten. 
is the occurrence of scotomata, either central, when 
the optic nerve is compressed, or more commonly 
paracentral in the temporal fields. The ocular nerves 
are frequently involved too, causing squint and 
diplopia. 

At present. said the speaker, the most reliable 
treatment of pituitary tumours is operation, which 
has become a moderately safe procedure in skilled 
hands, but good results have been obtained by 
radiological treatment, and it seems that further 
development of this method may be expected. 
Glandular treatment, either to control the growth of 
the tumour or to relieve the symptoms of deficiency, 
has rarely given satisfactory results, but recent 
experimental investigations give promise of greater 
success in the future. 


JAMES MACKENZIE INSTITUTE FOR 
CLINICAL RESEARCH. 


On Oct. 4th the winter course of lectures at the 
James Mackenzie Clinical Institute, St. Andrews, was 
opened by Dr. A. MAITLAND RAMSAY, the honorary 
director, with an introductory address on the 


Ocular Manifestations of Gastro-intestinal 
Disorder. . 
It was pointed out that in gastro-intestinal diseases 
the causal relationship between the general disorder 
and the ocular symptoms is not nearly so direct and 
intimate as it is in the case of cerebral, renal, or 
circulatory affections, but that in an indirect way. 
through the agency of micro-organisms and of 
bacterial or biochemical toxins, gastro-intestinal 
disturbance plays an important part in causing or in 
aggravating diseases of the eye. Attention was drawn 
to the reflex disturbances in the eye caused by dental 
caries or septic tonsils, which were also mentioned 
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as the cause of acute or of chronic inflammation of the 
eyeball. That was illustrated by a brief description 
of toxic or recurrent iritis. A careful distinction was 
drawn between chronic intestinal auto-infection and 
chronic intestinal auto-intoxication, and in _ this 
connexion reference was made to the work of 
Desgeorges. Disordered metabolism was regarded as 
the underlying cause not only of inflammation of the 
uveal tract, but also of acute glaucoma and of toxic 
amblyopia, and the influence of persistent constipation 
on the occurrence of intra-ocular hemorrhage in young 
adults was fully discussed. The attention of the 
general practitioner was directed to the possibility 
of atrophy of the optic nerve following severe hzema- 
temesis. The retinal ischemia was regarded as a 
favourable condition for the action of a toxin or 
other infective agent, whose existence may be 
assumed although it does not admit of strict scientific 
proof. The lecture concluded with a description of 
a group of eczematous affections of the eye associated 
with disordered carbohydrate metabolism, and it was 
said that in the treatment of these conditions it was 
necessary to pay special attention to the diet, and 
also to take means to promote free elimination of the 
metabolic toxins which have accumulated in the blood. 

In the ensuing discussion Dr. W. C. SOUTER gave 
a short summary from personal experience of the 
varied gastro-intestinal disorders, functional, organic, 
and toxic, in which eye phenomena may be met, 
special emphasis being laid on the help obtainable 
from an examination of the eyes in cases of unsuspected 
luetic affections. 





BRIGHTON AND SUSSEX MEDICO.- 
CHIRURGICAL SOCIETY. 





AT a meeting of this Society held on Oct. 6th 
Dr. DoNALD HALL gave the presidential address 
entitled 

Some Help Obtained from Electrocardiography 
based on the examination in private practice of 
119 patients during a period of three and a half years. 
The word “ help,’”’ he said, was used advisedly, for 
this method of examination was of use not in 
supplanting but in supplementing ordinary clinical 
methods, often giving useful information which 
otherwise was lacking. All the information regarding 
disorders of rhythm was given equally well or better 
by the electrocardiogram than by the polygraph, 
and on the myocardium the polygraph was silent. 
In graphic methods the electrocardiogram had super- 
seded the polygraph in all pathological conditions 
except pulsus alternans, in which the sphygmograph 
was the more reliable, although he had obtained 
records with both instruments. 

Dr. Hall quoted a case of a woman of 26 who 
had assumed an invalid’s life as a result of a diagnosis 
of “‘ heart strain.’”’ Finding the cardiac signs and 
borders normal her present medical attendant had 
sent her for electrocardiographic examination with 
a view to deciding the nature of her arrhythmia, which 
was noticeable to the patient herself. It proved 
to be a striking example of sinus irregularity ; the 
original diagnosis had been mistaken, and the patient’s 
illness had been the result of suggestion. All her 
symptoms had now disappeared and she was leading 
an ordinary active life. Sinus irregularity was the 
only form of cardiac irregularity which was purely 
physiological. While,premature beats were in many 
cases of but minor importance, each case had to be 
considered on its merits. In general terms auricular 
and junctional premature beats were more often due 
to extrinsic causes, and in many instances the patient 
was unaware of their presence, whilst ventricular 
premature beats were intrinsic in origin and the 
patient was usually cognisant of them. At times 
multiple premature ventricular beats might be the 
main cause of the patient’s subjective symptoms, 
particularly of giddiness and faintness, these symptoms 
disappearing on restoration of the normal rhythm. 





Simultaneous photographs of electrocardiogram and 
pulse tracing demonstrated that although the prema- 
ture beats gave large complexes in the electrocardio- 
gram they were dynamically but feeble contractions ; 
thus whilst ‘ extrasystole ’’ was a misnomer, the term 
“dropped beat’’ was often correct so far as the 
pulse at the wrist was concerned. 

There were many cases, said Dr. Hall, in which 
alteration in the ventricular complexes had given 
really important information, sometimes when clinical 
evidence was but scanty or absent. Within the last 
few days, for instance, he had seen a man of 65 who, 
without any premonitory symptoms, had become 
unconscious while playing cricket with his grandson. 
A careful clinical examination had revealed no cardiac, 
vascular, renal, or aural disease, but an electro- 
cardiogram had shown right-bundle-branch block. 
He had met 16 instances of this condition in his series, 
the lesion affecting the left division in three and the 
right in 13 cases. In his 419 cases there had been 
35 patients in whom the T-wave was negative in 
lead I. or lead II. or in both these leads. Three 
were untraced and of the remainder 16 were alive and 
16 dead. This T-negativity he had found relatively 
frequent in cases of angina pectoris, and examination 
by the electrocardiograph had proved useful in 
strengthening the medical attendant’s hand in tbe 
treatment of refractory patients. 

Very puzzling, said Dr. Hall, were the cases in which 
patients complained of such symptoms as pain, 
faintness, palpitation, and shortness of breath, yet 
on examination yielded few or no physical signs. If such 
a patient was a young woman without mitral stenosis 
it was safe to assume that her chest pain—which 
typically was submammary and not retrosternal— 
was not of cardiac origin. Far more difficult were 
the same symptoms in middle-aged people, and 
particularly in middle-aged men. It was often hard 
to find firm ground for insisting that such patients 
should limit their activities at a time of life when 
they were at their business or professional zenith, 
and their responsibilities were greatest. In such cases 
help was often obtained from examination of blood 
pressure and urine, but in a residue he had found 
that information could be obtained from an electro- 
cardiogram and by no other means. 





New Inbentions. 


THE WEDGEWAY. 

THIs instrument is designed to replace the wedge, 
which it is customary to employ whenever the teeth 
of an unconscious 
patient are tightly 
clenched and respira- 
tion is obstructed. It 
consists of a tongue 
depressor having a 
double deck. The 
thin end is passed between the teeth and 
when pushed on opens the mouth and, 
at the same time, affords an airway. If 
the tongue is the cause of the obstruction 
it can be depressed, provided that the 
wedgeway is introduced behind it. The 
instrument thus affords a ready means of 
dealing with almost every emergency 
which arises from respiratory obstruction 
in unconscious persons. It is anticipated 
that it will prove specially useful to 
nurses, who have charge of patients 
during recovery from anesthesia, and it has the 
further advantage that it is inexpensive and cannot 
get out of order. 

The Wedgeway is sold by Messrs Allen and 
Hanburys, Ltd., 48, Wigmore-street, W. 


A. LOWNDES YATES, M.D. Lond., 
F.R.C.S, Edin. 
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Rebielus and Notices of Books. 


THE HEALTH OF THE NATION. 


By F. E. FREMANTLE, M.P., M.B., M.Ch., F.R.C.P., 
F.R.C.S., D.P.H., Consulting County Medical 
Officer of Health for Hertfordshire ; Lieut.-Colonel, 
R.A.M.C, (T.A.) retd. With a Foreword by the 
Rt. Hon. NEVILLE CHAMBERLAIN, M.P., Minister 
of Health. London: Philip Allan and Co., Ltd. 
1927. Pp. 209. 8s. 6d. 


THE object of this book is explained, though not 
from exactly similar standpoints, both in an intro- 
ductory note by the author and a foreword from 
Mr. Neville Chamberlain, the Minister of Health. 
‘That object is to bring together the main factors 
concerned in the preservation of the health of the 
people, as they are represented by the central work 
of the Ministry of Health, and by the various profes- 
sional, municipal, and local activities which carry 
on their duties either in direct association with the 
Ministry or along lines which bring them under the 
zgis of the Ministry. The administration of public 
health presents many problems in which the public 
is acutely interested, but without understanding what 
are the steps that have been taken by the law of the 
land to meet the situations; while when the public is 
aware of the details of administration too often it is 
ignorant both of the grounds which prompt medical 
action and of the part which that action plays in the 
general pattern of what may be termed the statecraft of 
public health. As the Minister of Health says in the 
foreword, the history of public health organisation in 
this country has had strange and varied origins to 
account for its growth, and that growth, in waxing, 
has incorporated aspects of human life which had been 
considered formerly to lie outside its scope. Hence 
the complicated design of the machinery devised to 
maintain the health of the nation ; hence the difficulty 
of perceiving how development has taken place and 
Colonel Fremantle’s book is designed to make matters 
clear. 

The plan of the work is simple, as is fitting in a 
guide-book. The history of public health organisation 
is outlined in such a way that the complications of 
administration can be seen to bear relation to the 
various origins of legislation. We are invited first 
to consider the size of the population affected, and 
the main figures of the last census, that of 1921, 
are employed from which to draw deductions. The 
deduction which is most pertinent to the sequels 
is the author’s opinion that there is no case for those 
who would defend the declining birth-rate of this 
country on the ground of over-population. A chapter 
on the records of birth, sickness, and death in the 
country as illustrated by the figures of registration 
and notification is placed in juxta-position with the 
census figures, and on the whole makes cheerful 
reading in its evidence of medical and sanitary progress. 
In speaking of the National Insurance Acts, of which 
the author is obviously critical, what is termed the 
economics of health are introduced to our notice 
when discussing the amount paid out in sickness 
and disablement benefit as a useful index to the 
gross amount of sickness in 13,000,000 insured persons, 
constituting one-third of the population. These figures, 
which in general do not include the first three days of 
illness (for which benefit is not payable), show a 
total loss in 1925 of 25,000,000 weeks’ work, or the 
equivalent of nearly half a million persons’ work 
throughout the year. This great fraction of the 
population is made up of individuals all belonging to 
the industrial classes, and in discussing the economics 
of health Colonel Fremantle draws up a profit and 
loss statement of a striking nature in order to show that 
the improvement of the public health is not only an 
act of social philanthropy, but also a sound instrument 
of economic development and insurance against 
economic loss. This profit and loss statement shows, 





says the author, ‘‘ on the debtor side the five items: 
(1) to loss on patients’ work ; (2) to lesser efficiency 
of those at work; (3) te cost of care and treatment ; 
4) to indirect loss in industry from epidemics ; 
(5) to cost of maintenance of public health services. 
On the creditor side it would show the profits: 
(1) by lives saved; (2) by longer life.”” By rough 
but fair estimates Colonel Fremantle then deduces 
the following as the main heads, of the achieved profit 
from improved health, of the actual cost of public 
services for maintenance of health, and of the apparent 
loss from present-day sickness and disablement :— 


Annual Profit. 


1. By lives saved 
2. By longer life 


£ 
ve 7,212,000 
. 200,000,000 


Total o* ei . .£277,212,000 
Annual Loss. 


£€ 
1. To loss on patients’ work 80,000,000 
2. To lesser efficiency of others 80,000,000 
3. (a) To care and treatment in institutions 50,000,000 
(6b) To care and treatment at home 24,000,000 
4. To loss of work on those in attendance 
on the sick mt fu - oe 
5. (a) To public health services 
(6) To school health services 


10,000,000 
43,9 10,000 
3,200,000 


o 


Total .. £291,100,000 

To the debit side there must still be added the cost 
of indirect losses from disturbance of industry, so 
that the annual loss, on these calculations, would 
amount to £300,000,000. He quotes Prof. Fisher, 
of Yale, in support of the view, which seems widely 
held, that one-third of the loss is preventable, and he 
respectfully commends the conclusions to the con- 
sideration of the Treasury, with a qualifying remark 
which indicates the side of the House of Commons on 
which he sits. 

With the ground thus cleared Colonel Fremantle 
discusses the duties and responsibilities of health 
authorities and their officers, the provisions laid down 
for the securing of pure water and food—especially 
milk—and adequate light and air for the community ; 
the procedures adopted by public bodies, the medical 
profession, and private organisations for the abatement 
of infant mortality; the benefits obtained under 
school inspection, hospital administration, insurance. 
and old age pensions. Chapters follow upon the 
influence of infectious fevers upon the community : 
upon the efforts to combat ‘the four scourges,”’ 
tubercle, cancer, alcoholism, and venereal disease ; 
upon the circumstances in which the victims of mental 
disease are treated; and upon the provision made 
for the safety and succour of industrial workers—in 
which last section we are glad to see a valuable note 
on the health of the mercantile marine. This category 
shows that the author has been truly inclusive in the 
matters which he desires to make clear to the public, 
and throughout his information is given in a manner 
that should be of great and practical assistance to 
the various authorities entrusted with the care of the 
health of the nation. 


DISEASES OF THE HEART. 

Their Diagnosis, Prognosis, and Treatment by 
Modern Methods. Second edition. By FREDERICK 
W. Price, M.D., F.R.S. Edin., Physician to the 
National Hospital for Diseases of the Heart ; 
Consulting Physician to the Royal Northern 
Hospital, London. London: Humphrey Milford, 
Oxford University Press. 1927. Pp. 584. 21s. 


Dr. Price’s book was welcomed by the practitioner 
when it first appeared nearly ten years ago as some- 
thing that was lacking in medical literature—namely, 
a reasonably complete account of the diagnosis, 
prognosis, and treatment of heart diseases in the 
light of recent physiological research and with due 
regard to the clinical observation of the past. An 
amazing amount of material was condensed within 
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the 472 pages, the essential points needed by the 
practitioner being presented with clearness and 
literary exactness. The second edition of the book 
retains the same general form as its predecessor 
with the addition of some 100 pages of new matter, 
including chapters on syphilitic heart disease—Dr. 
Price regards syphilis as the cause of a large proportion 
of all cases of aortic incompetence—the X ray exami- 
nation of the heart and aorta, and (in collaboration 
with Dr. J. Blomfield) anesthesia in relation to heart 
affections. It seems that in this country at all 
events radiologists are but rarely asked to examine 
heart cases; the author has for some years made it 
a practice to watch the progress of such cases on the 
screen and is here recording his own experience. 
Reference is made to the more recent work on the 
pathology of auricular fibrillation and quinidine 
therapy, the possibility of surgical treatment in 
angina and mitral stenosis, and some of the rarer 
forms of heart-block. In the older section of the 
book will be found a classification of cardiac cases for 
the purpose of prognosis which is eminently practical, 
and the description of polygraphic records is both 
lucid and concise. 

Condensation has been carried far; the reader will 
find it difficult to follow a sentence of 14 lines in which 
the various causes of high blood pressure are 
enumerated, and will be tempted to wonder if it 
would not have been simpler to give a complete list 
of the conditions which are in no way associated with 
hypertension. Again, the student who has learned 
the meaning of “ normal variation ’’ in the physio- 
logical .laboratory will hardly accept an unqualified 
assertion that the arterial blood pressure varies from 
170 to 200 mm. in cases of simple hyperpiesis, and 
from 160 to 220 mm. in secondary contracted kidney. 
The statement that ‘‘ the indications of failure of 
the left auricle are pulmonary in character, while 
the indications of failure of the right side of the 
heart are those of tricuspid incompetence ”’ is not in 
keeping with the up-to-date character of the rest of 
the book and carries the reader back to the days 
when all the symptoms of congestive heart failure 
were attributed to back pressure. It should be borne 
in mind, however, that the book is a synopsis rather 
than a critical review of cardiology. On many subjects 
cardiologists are bound to differ, and a text-book 
intended to satisfy the needs of students or prac- 
titioners must inevitably be dogmatic in tone. Limita- 
tions of space make it impossible for the author to 
quote the evidence on which many conclusions are 
based, and the student has to rely to a great extent 
on the author’s judgment. In most respects 
he conforms to orthodox teaching and at times 
expresses no opinion, leaving the student to form 
his own. 

It is perhaps the inevitable defect of a book 
of this kind that it should lack clear personality. 
A supplementary volume containing clinical records of 
cases would give life to the dry bones of systematic 
teaching. In one respect we think the arrangement 
of material might be improved. The chapter on 
electrocardiography, which now occupies 47 pages, 
is isolated at the end of the book. A better sense of 
proportion would be gained by its incorporation in 
the sections dealing with the various disorders in 
which it is of clinical value. The production of the 
book is faultless. 








RENAL DISEASE IN CHILDREN. 
Clinique Médicale des Enfants:  Affections de 
Vv Appareil Urinaire. By Prof. P. NoB&COURT. 
Paris: Masson et Cie. 1927. Pp. 345. Fr.40. 


Tuts unit of Prof. Nobécourt’s well-known series 
is arranged on the same lines as the earlier volumes 
which have received notice in our columns from time 
to time. Each chapter consists of a detailed account 
of the clinical and biochemical features of an individual 
patient, followed by a discussion of the disorder that 
the case exemplifies. From the application of this 





method to conditions such as nephritis it follows 
that the author’s classification is, in the main, a 
clinical and biochemical one; comparatively little 
emphasis is placed on the relative involvement of 
tubules and glomeruli, while attention is focused on 
the varying predominance of azotemia, hypertension, 
and hydremia with retention of chlorides. Eclamptic 
symptoms—the author is in agreement with K. D. 
Blackfan and others who avoid the word ‘‘ uremic ’’— 
are attributed almost entirely to hypertension and 
consequent physical factors. Stress is laid on the 
comparatively slight and transient effects of azotzemia 
per se in the nephritis of children compared with 
adults, though the frequent association of a moderate 
degree of azotemia with chloride retention is recog- 
nised. The same method is applied to a number of 
other questions pertaining to renal disease, among 
them being the relation of non-scarlatinal streptococcal 
infections of the throat, and of purpura, to nephritis. 
This volume is as attractive and as full of interest as 
its predecessors, and provides a lucid presentation of 
modern views on this branch of children’s disease. 





PLASTIC SURGERY OF THE HEAD, FACE AND NECK. 


By H. Lyons Hunt, M.D., L.R.C.S. Edin. Phil- 
adelphia and New York: Lea and Febiger. 
Pp. 1065. $7.00. 

FACIAL surgery has in recent years reached a very 
high stage of technical development as a result of 
the need for repairing war injuries. This volume 
attempts to review the whole subject, and includes a 
discussion of special methods of anesthesia and all 
the numerous devices for transferring skin to the 
face. The methods described are for the most part 
well-recognised procedures, but we cannot always 
agree with the author’s judgment in the selections 
he has made. For example, the only methods 
described in detail for the treatment of cleft palate 
are those of Lane and Brophy which, in this country 
at least, have been entirely abandoned in favour 
of the simpler operations of Langenbeck and Berry. 
The book contains many indications of the country 
of its origin, from the use of ‘ turtle bile”’ in the 
treatment of keloids to the final suggestion that the 
ordinary hospital will have £20,000 worth of radium 
at its disposal. The book is well produced and fully 
illustrated, most of the illustrations being borrowed 
from familiar sources. Dr. Hunt has gathered 
together a large amount of information, and his book 
will be useful to those engaged in this special class of 
work, 





INTERNAL MEDICINE. 


Lehrbuch der Speziellen Pathologie und Therapie 
der Inneren Krankheiten. Twenty-fifth edition. 
By Prof. Dr. ADOLPH STRUMPELL. Revised and 
edited by Prof. Dr. C. Seyrartra. Leipzig: 
F.C. W. Vogel. Vol. II. Pp. 985. 


THE second volume of this popular work on internal 
medicine deals with disorders of metabolism, diseases 
of the kidney and urinary apparatus, locomotory 
organs, blood, internal secreting glands, complete 
nervous system, including diseases of the membranes 
of the brain and functional neuroses, such as epilepsy, 
hysteria, and neurasthenia. Each disease is described 
under etiology, pathological anatomy,’ clinical sym- 
ptoms, prognosis, diagnosis, and, finally, therapy. 
Two-thirds of the book is devoted to diseases of the 
nervous system, and a comprehensive survey is given, 
with special reference to the pathology of the various 
conditions. The chapter on hysteria is very complete, 
with an excellent description of the symptoms and 
treatment. The book, which is adequately illustrated, 
is of great value, being authoritative without being 
unwieldly. No work can attain a twenty-fifth edition 
without outstanding merits, and the present edition, 
which has been re-edited, will further enhance the 
reputation of this text-book. 
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SCHOOLS AND INFECTION. 


ScHoor life raises many perplexing problems, not 
the least of these being the growing recognition of the 
elementary school as a public health unit as well as 
an educational unit. How to avoid infection in the 
schools, and enable the education authority quietly 
to pursue its way unhindered by epidemic disease, 
would not be so difficult to determine if the needful 
premisses were known. Unfortunately, in the case 
of the common infectious diseases particularly, the 
natural history of the parasite in the host and of the 
host invaded by the parasite vary widely with different 
infecting organisms and with the same infecting 
organisms at different times. Hence it is probably 
true that no one can yet tell in advance how a hygienic 
measure is likely to affect school life, and the school 
medical service has adopted the limited but valuable 
role of behaviourist, simply drawing deductions from 
observations now prolonged over a period of years. 
The latest Memorandum on Closure of and Exclusion 
from School, issued jointly by the Ministry of Health 
and the Board of Education is based on actual 
experiences when exclusion has been tried as a means 
of suppressing epidemic disease. Observation has, 
however, been complicated by the fact that until 
quite recently public health has not been the sole 
motive in exclusion. Finance has come in, for, when 
the attendances have sunk owing to individual 
exclusion to a certain level, it has paid the school 
managers to close the school. In this respect there 
has been a sharp clash between the interests of the 
sanitarian and of the educationist. This has now 
been rectified and, under the new Code (§ 15 of 
Administrative Memorandum No. 51, 1927, Code of 
Regulations for Public Elementary Schools, 1925) the 
school managers are allowed to omit in calculating 
average attendance, on which the grant depends, any 
week which falls below 60 per cent. of the register, 
when the school medical officer attributes the fall to 
the prevalence of epidemic illness. 

Opposition to school closure may be based on both 
educational and medical grounds. Whilst the 
interference with instruction is obvious to everyone, 
it is less often realised that the closing of a school 
also makes it harder for the public health authority 
to control infection among the pupils. No longer 
under the watchful eye of school medical officer or 
nurse, their symptoms are apt to pass unrecognised, 
and an epidemic is the less easily kept in check. 
The Memorandum lays down as a general principle 
that, if the power to exclude individual children be 
used to the best advantage, it is only in special and 
quite exceptional cases that it will be necessary to 
close a school in the interests of public health. The 
exception is well recognised in the case of thinly 
populated districts where children come far from 
isolated homes, and school closure may have definite 
value in preventing the spread of measles from village 
to village and in avoiding exposure for children already 
in the early stages of the disease. In the case of 
diphtheria the Memorandum is satisfied that the 
diligent exclusion of contacts, in many cases for a 
long period, should obviate the need of school closure 








for this infection. Scarlet fever is a disease which 
spreads slowly from child to child, and here again 
diligent search for slight cases and supervision of 
contacts should render school closure very rarely 
necessary. Closure when desirable need not extend 
to the whole school and may on suitable occasions 
be limited to particular classes; but when complete 
there must be no loophole for the children to meet, 
and the doors of playgrounds must be shut and the 
managers of Sunday schools induced to collaborate. 
Giving the gist of the matter in a sentence, the 
Memorandum remarks that closure of a school is not 
justified unless three conditions are simultaneously 
present: (1) evidence pointing to the continued 
meeting of children in school as a source of infection ; 
(2) cases of infectious disease continuing to occur after 
every effort has been made to discover the infecting 
cause; and (3) good reason to expect that closure 
will considerably reduce the likelihood of exposure to 
infection. 

The Memorandum deals solely with public 
elementary schools, although the lessons may have 
a wider application. The problem of the residential 
school is of course a separate one, but there is one 
matter of very keen interest to resident school 
managers, parents, and school-children alike in which 
the principles are closely similar. This is the attend- 
ance during the holidays of school-children at public 
gatherings of all kinds. On account of the prevalence 
of serious illness last Christmas the management of a 
large boarding-school circularised the parents of the 
scholars asking them to keep their children away from 
crowds during the holidays and not to take them to 
any place of public entertainment during the last 
fortnight before returning to school. Such a request 


if loyally observed would inflict great hardship on 


those children who comply, for their health would be 
at the mercy of less compliant school-fellows and 
parents. Moreover, it is doubtful whether the policy 
implied is of real value. In his presidential address ! 
to the Medical Officers of Schools Association in 1926 
Dr. A. I. Stmey said: ‘‘ I sometimes wonder what 
would be the result of entirely abolishing our code of 
holiday quarantine precautions and allowing the 
infection to enter schools more frequently, but in 
smaller outbreaks, spreading the incidence, so to speak, 
over a number of terms instead of crowding an 
unmanageable number of cases into a few terms at 
long intervals.”” The best place for children to get 
over an infection is, he points out, the home, or 
failing that the relatively small preparatory school. 
It is unreasonable, we feel, to ask parents to keep 
their children away from assemblages of people 
during the Christmas holidays; it would be bad 
for the parents and unfair to the children. Only 
under conditions of grave danger would such prohibi- 
tion be justifiable, and then the instruction should 
emanate from some central authority. On the other 
hand, it would be quite reasonable to ask parents not 
to take their children to assemblages, whether parties, 
theatres, or cinemas, for a clear week before term-time. 
If to this direction the boarding-schools added the 
practice of taking each pupil’s temperature at night 
for the first clear week of the term the danger of 
infection spreading would be materially lessened. We 
are raising this question at the beginning rather than 
at the end of the Michaelmas term in order to give 
school medical officers the opportunity of issuing some 
sort of concerted advice with regard to the Christmas 
holiday population ; it would be well if some uniform 
system were tested and its results noted. 


1THE LANCET, 1926, ii., 1057. 
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THE TEACHING OF SURGICAL ANATOMY. 


As advance in medicine takes place we see new and 
intricate methods of diagnosis devised, the chemical 
changes underlying many diseases revealed, the 
resources of physical science called upon for treat- 
ment, the horizon of bacteriological and immunological 
science ever enlarging. No perfunctory method of 
study will now serve to equip the medical student for 
his future work in life. He must go through a 
strenuous, exacting, and prolonged course. The 
curriculum becomes more and more crowded as the 
specialists in the different branches of medicine claim 
to have each his own subject embodied in it. This 
process of inclusion must inevitably reach a limit 
beyond which it is inadvisable to go, for it is necessary 
to train practitioners who, as the subdivision of 
medical knowledge proceeds, preserve a_ broad 
outlook, free from all trace of those obsessions which 
beset the enthusiastic worker in a limited field. 
Indeed, it is questionable whether it would not be 
in the interests of the public and their doctors if 
some curtailment of the medical curriculum were 
not to be enforced even now. This applies almost as 
much to the basic sciences of anatomy and physiology 
as to the more recent growths of biochemistry and 
radiography. Anatomical knowledge is _ indeed 
necessary for diagnosis and for the surgical operator, 
but it may well be asked by the reader of such a 
book as that by Prof. DEAvER ' on ‘*‘ Surgical Anatomy 
of the Human Body” whether already too much is 
expected of the student. Here is a treatise on anatomy 
written by a surgeon with the surgeon’s needs in view. 
It is beautifully illustrated ; the pictures are realistic 
in the impressions they give. Everything the surgeon 
could conceivably desire to know, every relation which 
could possibly be of importance to him is described 
and figured. It is an exhaustive treatise on surgical 
anatomy, it is wellnigh perfect of its kind—but 
it is a book of 2168 pages in three large volumes. 
Should a student during the clinical years be expected 
to read such a large volume ? Should it be necessary, 
after two years’ study in the dissection room, for him 
to read it? Now that the teaching of anatomy in 
the earlier years is in the hands of specialists it is 
essential for instruction in so-called surgical anatomy 
to be continued later, for until the student has some 
clinical knowledge he cannot get a grasp of surgical 
problems. But when it comes to arranging the 
scope of such a course, difficulties arise. For the 
future surgeon an accurate and deep knowledge of 
anatomy is essential. Most inaccessible structures 
are apt suddenly to assume surgical importance as 
the understanding of disease becomes more exact. 
The development of pituitary surgery, the intro- 
duction of splanchnic anesthesia, illustrate how the 
most abstruse anatomical relations enter into practical 
everyday operating. But for the future general 
practitioner too extensive a course of surgical anatomy 
may deprive him of clinical opportunities which will 
not recur. It might be a wise policy for instruction 
in surgical anatomy to be restricted so as to comprise 
only that which is helpful in the diagnosis of disease 
or necessary for the performance of the common 
operations and especially those urgent procedures 
which every doctor may be called upon to carry out. 
Those on whom it falls to devise medical curricula 
should insist upon the instillation of principles, upon 


pect dete of the Human Boay. Second edition. 
By John B. Deaver, M.D., Se.D., LL.D., F.A.C.S., Surgeon in 
Chief to the Lakenau Hospital, Philadelphia ; Emeritus John 
Red Barton, Professor of surgery, University of Pennsylvania. 
London: William Heinemann. 1927. Vol.i., pp. 551; vol.ii., 
pp. 854; vol. iii.. pp. 763. 8 guineas the set. 





broad generalisations, and a wide outlook. Detailed 
information can always be obtained from books ; 
for this purpose the only essential is for the worker 
to know of the existence of such knowledge and 
where it can be obtained. If the newly qualified 
practitioner has absorbed the basic principles of his 
art, if advanced demonstrations have opened up 
for him a vista of the refinements of science without 
clogging his perception with needless detail, if, in 
fact, he approaches his work with the right mental 
attitude and equipment, defects in special knowledge 
will not handicap him in his dealings with his patients, 
They can be remedied easily by reference to trust- 
worthy sources of information. 


”s 
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A CRITIC OF THE JURY SYSTEM. 


AT the latest of the provincial meetings of the Law 
Society, held at Sheffield recently, a member read a 
paper on The Jury System: Its Cause and Cure, 
in which he criticised as unsuitable and unsatisfactory 
the present system under which it is left to juries to 
assess damages upon allegations of negligence in the 
certification of lunatics. The critic proposed to 
substitute trial of such cases in camera before a 
special tribunal consisting of a medical practitioner, 
a solicitor, two trained professional jurymen, and 
(as chairman) a barrister or judge. Evidently some 
of the recent decisions of juries at the expense of 
certifying doctors have awakened surprise and 
misgiving outside the ranks of the medical profession. 

The trained professional jurymen whom the speaker 
at Sheffield had in mind were to be a new type. 
They were to be persons who had had 15 years’ 
experience in some trade-or business (not being a 
profession) on their own account, or as directors of 
a public trading company for a like period. They 
should have retired from business, attended a special 
course at a school of law, and passed a qualifying 
examination in knowledge of the rules of evidence. 
They should have a salary of £1000 a year, and should 
attend as required at one court or another, thus 
adding constantly to their intellectual and judicial 
stature till they became supremely competent 
assistants to a presiding judge. Five of these trained 
and salaried jurors should go to each ordinary jury, 
and they were to be available, it seems, not merely 
in the High Court, but in the county court and at 
coroners’ inquests as well. Juries, the speaker 
explained, had developed from remote origins to their 
present character and functions by a series of adapta- 
tions. His present proposal would merely adapt 
the system afresh so as to get the best value from it, 
and so as to ensure to litigants the fullest and most 
careful consideration of their cases. Other speakers 
who followed were not so sanguine. Many feel that 
a juror should be paid his reasonable expenses, but 
they deprecate the institution of a class of professional 
jurymen who would contract fixed ideas and acquire 
an official point of view while losing the common- 
sense outlook which is so valuable a corrective in the 
administration of justice. 

The defects of the existing jury system are many. 
Jurors have no individual responsibility ; they give 
no reasons for their verdict; their verdict as such 
is not subject to appeal. Many men who are sum- 
moned to serve on a jury are so deeply concerned 
over the enforced neglect of their business that they 
cannot give proper attention to their high judicial 
functions. Nor were these the only criticisms of the 
jury system uttered at Sheffield. It was said that 
jurors tend to reflect the popular prejudices of the 
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day, particularly in periods of political excitement, 
that they are liable to bias, and that they are always 
more likely to decide in favour of a well-dressed pretty 
woman than in favour of a railway company or a 
municipal corporation. Finally, it was complained 
that our jurors are utterly untrained, and yet have to 
decide intricate questions of disputed fact, while 
endeavouring to reconcile their individual conclusions 
with the prescribed unanimity. Nobody can deny the 
existence of these disadvantages, yet so competent 
an observer as the Lord Chief Justice has stated that 
there is nothing to be gained by abandoning the 
present haphazard method of selecting jurymen and 
by substituting panels of specialists. Lord Birkenhead 
shares Lord Hewart’s view ; out of all the thousands 
of cases in which he was engaged at the Bar he can 
recall only three in which a jury came to a wrong 
conclusion. Judges are happily contented with the 
instrument with which they are accustomed to work ; 
the general public is comfortably reassured by the 
infusion of a lay element into the administration of 
justice. But there is neither contentment nor reassur- 
ance for the medical profession when immense 
damages are wildly awarded against practitioners who 
are discharging a public duty under the Lunacy Act 
with an illusory statutory protection—this is a 
position which demands reform. 





Annotations. 


“ Ne quid nimis.” 


A WEST-COUNTRY ANTI-RHEUMATISM 
CAMPAIGN. 


A MEETING held on Oct. Ist at the Bristol General 
Hospital inaugurated a campaign which, as our 
readers are aware, has been in preparation for-some 
time. The meeting was attended by the officers of 
the school medical services of Bristol, Gloucestershire, 
Somerset, and Wiltshire, including those of county 
boroughs within their borders, and by a group of 
consulting physicians practising within the same 
area. The purposes of the organisation which this 
meeting brings into living activity are, first, research 
into the conditions under which children contract 
rheumatic heart disease ; and, secondly, assistance in 
the treatment of such children. Practitioners within 
the area have been invited to send brief notes of 
cases arising among their patients. For this purpose 
the disease has been defined as follows :— 

(1) Heart disease arising in connexion with rheumatism, 
chorea, or scarlet fever in a child between the ages of 5 and 
14 inclusive. 

(2) Heart disease which, though not arising in connexion 
with rheumatism or chorea, is nevertheless rheumatic in 
type—i.e., ventricular enlargement with mitral incom- 
petence, with or without aortic incompetence or acute 
pericarditis—arising in a child between the ages of 5 and 
14 inclusive. 

It is probable that a considerable percentage of the 
cases that fall within the second part of this definition 
will be brought to light by the work of the school 
doctors. Further, there is little doubt that close 
attention to the problem of diagnosis of the disease 
in its early stage will be of immediate value to the 
school medical service. This at all events has been the 
experience in Bristol, where the plan about to be 
described has been on trial for several years past. 
It has been found that reference of children with 
signs suggestive of cardiac rheumatism to hospital 
physicians interested in the matter has resulted in 
the removal of restrictions with regard to school 
attendance, games, drill, and the like in a large 
number of instances, and in others has been the 
means of directing children in the early and more 
tractable phases of the disease into channels of 
treatment that might otherwise have been missed. 
On the strength of these arguments and experiences 
the local authorities in the areas named have decided 
to make arrangements by which children, in whose 














cases the school medical officers think it desirable, 
may be seen at convenient places by physicians with 
special experience in this disease. 

This plan has the support of the Board of Education. 
The area comprised within the three counties named is 
fortunate not only in having at its centre a city in 
which work of the kind has already been done, but 
also in possessing medical officers in all the areas who 
have already had administrative experience of similar 
organisations. Moreover, they have undertaken to 
conduct inquiries into the conditions under which 
the children are living at the time of onset of the 
disease ; and since this district includes a wide range 
of variations in soil, altitude, density of population, 
and so on, information of value should be forthcoming. 
The investigation, which was initiated by the Cardiac 
Subcommittee of the Science Committee of the British 
Medical Association, has for its focus the University 
of Bristol Centre of Cardiac Research. This is 
housed at the Bristol General Hospital, equipped by 
the University of Bristol, and maintained by several 
grants. Among these may be mentioned one from 
the Medical Research Council for clerical expenses ; 
also a Research Fellowship provided for two years 
by the Colston Research Society, a Bristol organisation. 
To complete this machinery which is in process of 
being set up, it is hoped to devote a number of beds 
in the country hospital shortly to be built at Winford, 
near Bristol, to the treatment of cardiac rheumatism 
in childhood. The site has been carefully chosen, and 
is believed to be the best within a convenient distance 
from the city. 


HYGIENE IN AMERICAN COLLEGES. 


AMERICA has no equivalent of the English public 
schools, but in many ways the smaller colleges are 
more reminiscent of public school traditions than 
any other part of the American educational system, 
witness the ** hazing,” which term includes * fagging ”’ 
of freshmen by sophomores and the intense ** college 
spirit ’ in athletics among the less creditable resem- 
blances. It would appear that inadequate medical 
supervision is another if a recent report to the 
Presidents’ Committee of Fifty ' is to be taken with 
due solemnity. Dr. Storey’s conclusion is that ‘ the 
evidence assembled in this report brings out the fact 
that the great majority of the institutions .... are 
not furnishing opportunities for a competent general 
education in hygiene to the young men and young 
women.... Few leaders are equipped with a know- 
ledge of scientific hygiene, and very few are trained 
for leadership in hygiene.’’ The theological schools 
appear to be the worst sinners, for out of 101 reporting 
only 15 give a general medical examination to their 
students. On the other hand, such an examination 
is given in 118 of 142 colleges and universities. 
It is true that the examination is not always as thorough 
as it should be, but a beginning has certainly been 
made. In some colleges standards are being set that 
it may be hoped will gradually raise the level. <A 
powerful factor to this end is the American Student 
Health Association, a growing and_ increasingly 
influential body with national and regional organisa- 
tion that claims adherents from most, if not all, the 
colleges and universities that have progressive 
departments of student health. A valuable repori 
on the present status and future possibilities of this 
work was published a year ago by the then secretary 
of this Association, Dr. Warren E. Forsythe,? with 
a bibliography of 268 references to published articles 
which shows to what an extent the subject has been 
already discussed in America. Nevertheless, we are 
disposed to agree with Dr. Storey that without properly 
trained leaders the progress of the movement must 
be slow and, we might add, erratic. 


? The Status of Hygiene Programmes in Institutions of Higher 
Education in the United States. y Thomas A. Storey, M.D., 
Ph.D., Director-Professor of Hygiene in Stanford University. 
Stanford University Press. 1927. Pp. 125. Paper $1.00, 
cloth $1.50, 
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HODGKIN’S LYMPHOGRANULOMA. 


A HUNDRED years ago Bright and Hodgkin began 
to doubt the “ cancerous nature ’’ of the nodules in 
a certain type of spleen, and we learn that Bright 
gave great credit to his colleague for assigning to 
this disease a separate place in the museum at Guy’s. 
Thirty years later the discovery was wrongly 


attributed to Wilks, but he, ‘‘ with the generous. 


desire to perpetuate the name of his predecessor,” 
insisted that this entity be known as Hodgkin’s 
disease. In the intervening years pathologists, 
including Sternberg, Reed, Andrewes, and Turnbull, 
have taught that the condition bears the anatomical 
and histological hall-marks of a _ granulomatous 
inflammation. According to their view the “ infiltra- 
tion’ of vertebrae, spinal dura mater, and spinal 
nerve-roots mentioned elsewhere in this issue of 
THE LANCET is essentially an inflammatory lympho- 
granulomatous infiltration. Lymphadenoid tissue 
anywhere in the body may be picked out by this 
process so that glands, spleen, liver, kidney, and 
bones are commonly affected; and the infiltration 
may spread to adjacent organs, for example, the 
mediastinum and lungs. It is less usual, but certainly 
not rare, to find the lymphadenoid tissue of the 
alimentary tract picked out, the ‘‘ Hodgkin nodules ”’ 
being found in the stomach, solitary follicles, and 
Peyer’s patches. This brings to our consideration 
the so-called large-celled lymphosarcomatosis 
(Hammerschlag, Kaufmann) or Hodgkin sarcoma 
(Ewing). In this condition the stomach, intestine, 
and mesenteric glands may be extensively “ infil- 
trated,’’ and the spleen often shows a ‘‘ lymphadenoid 
hyperplasia.”’ Here the infiltration bears yet another 
distinctive histological picture, perhaps more like 
a neoplasm and less like a granuloma. There is, 
however, a growing mass of evidence, associated 
especially with the name of H. M. Turnbull, that 
this condition is allied to the ‘‘ Hodgkin lympho- 
granuloma.” The true place of other, less marked 
*‘ lymphadenoid hyperplasias ” in this disease-group 
cannot, of course, be settled until the problem of 
zetiology is determined. 

Thus history repeats itself; for to-day, with an 
advance of a hundred years in our histological criteria, 
we place on our museum shelves Hodgkin’s disease 
classified as a lymphogranuloma with ‘ lympho- 
sarcomatosis (so-called)’’ near by. Meanwhile, 
there is reason to suppose that many of the phenomena 
of Hodgkin’s disease commonly described as rare 
are seen quite often by present-day morbid anatomists. 
Probably a very large amount of pathological material 
which would throw light on these subjects lies dormant 
in the great hospitals, and the question arises whether 
our modern Brights and Hodgkins are not so fettered 
by routine duties that they cannot publish what they 
know. We hope that they may live to do so; and 
also that a modern Samuel Wilks may be found 
with a generous desire to perpetuate their names. 





THE LESSONS OF THE CASAREAN 
OPERATION. 


A FEW weeks ago’ Mr. St. George Wilson described 
in our columns three cases of rupture of the uterus 
through the scar of a Cesarean section, whilst in our 
present issue Dr. Margaret Salmond reports six cases 
in which patients previously operated upon were 
delivered by the natural passages in subsequent 
pregnancies. Mr. Wilson’s cases illustrate the possible 
serious consequences that the Caesarean operation 
may have in later pregnancies and labour. From the 
figures of the collective investigation in the large 
general and maternity hospitals throughout the 
country, Eardley Holland, in 1920, showed that the 
frequency of rupture of uterine scars was about 
{ per cent. of all cases in which pregnancy occurred 
after the operation and reached a late stage. He also 
found that rupture was nearly as frequent in pregnancy 
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as it was in labour. The evidence pointed to the 
immediate cause being imperfect healing of the 
uterine incision with the formation of a thin scar 
which ruptured under the increasing tension of the 
developing gestation or the strain of labour. Probably 
sepsis and the physiological processes of involution 
both played a part in determining the imperfect 
healing. The rarity of uterine rupture in pregnancy 
or labour following the much more extensive wounds 
produced by the removal of myomata from the 
non-pregnant uterus in the operation of myomectomy 
favours the view that the processes of involution are 
in themselves a prominent factor in the production 
of a weak scar, and on this ground the lower segment 
operation has been strongly advocated by Prof. 
Munro Kerr, of Glasgow, as lessening the risk of 
rupture. Though the after-history of cases operated 
on by the low operation has as yet been reported in 
too few cases for a final decision, the evidence so far 
as it goes seems to indicate a greatly diminished risk. 

Writing from another standpoint, Dr. Salmond 
draws attention to the temptation to adopt the 
Cesarean operation as the easiest method of avoiding 
what may possibly be a difficult delivery by the 
natural passages. When this is done nothing is learnt 
of what the natural powers can do if given a fair 
chance, for all our measurements and methods of 
determining the fit of the head into the brim have not 
a tithe of the accuracy of the actual experiment of 
a labour carefully conducted and observed. Dr. 
Salmond therefore pleads for a trial labour continued 
long enough to decide with fair certainty on the 
need for delivering the child by an abdominal opera- 
tion, and the lesson of these two papers is that greater 
hesitation should be exercised before resorting to 
Cesarean section. A history of difficult labours and 
dead-born children or a single carefully observed labour 
is the clearest indication in all but the marked degrees 
of pelvic disproportion. Especially in young women 
must the temptation be resisted to perform an 
operation that carries with it both a greater imme- 
diate risk and a definite remote risk in every succeeding 
pregnancy, unless a trial labour or the induction of 
premature labour three or four weeks before term is 
clearly out of the question. Rather than increase 
the risks to the mother in all future pregnancies it is 
good practice to take an increased risk of loss of or 
injury to the child in the first. 


VITAMIN D IN GREEN PLANTS. 


THERE still seems to be some confusion about the 
antirachitic value of green food, although the results 
of recent work on the subject are quite clear. The 
confusion is undoubtedly a legacy from the time before 
the fat-soluble vitamins were differentiated. It was 
believed at that time that vitamin A and the anti- 
rachitic vitamin D were identical. and tests which 
revealed the presence of vitamin A were held to be 
an index of antirachitic potency also. In this way 
green vegetables, which are undoubtedly extremely 
rich in vitamin A, were deemed to be also rich in 
antirachitic vitamin; later work has shown that 
they do not commonly possess this value in any 
marked degree. H. Chick and M. H. Roscoe (1926), 
following up the work of E. M. Luce (1924), found that 
the power of pasturage to raise the antirachitic value 
of cow’s milk is due more to the sunlight which the 
cows enjoy out of doors than to the green food which 
they consume. In tests on rats A. F. Hess and 
M. Weinstock (1924, 1925) found no antirachitic 
value in fresh lettuce leaves: H. Goldblatt and S. S. 
Zilva (1923) and T. F. Zucker and M. Barnett (1923) 
found none in spinach leaves, and Chick and 
Roscoe (1926) exhaustively examined spinach 
leaves and found no antirachitic value in them, 
under any conditions, except at the height of summer, 
when a very slight antirachitic effect was observed. 
But they found, as did Hess and Weinstock with 
lettuce leaves, that the spinach leaves when exposed 
to an artificial source of ultra-violet light became 
potently antirachitic. The reason for the apparent 
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non-activation of leaves exposed to sunlight remains 
a mystery, but the possibility exists that the over- 
whelming preponderance of vitamin A in green leaves, 
under the conditions of the experiment, somehow 
masks the presence of a small amount of vitamin D, 
perhaps because the growth produced in the experi- 
mental animals, receiving the green leaves, is much 
greater than the growth of the controls. A small 
degree of antirachitic activity has been detected 
in green alfalfa by H. Steenbock and co-workers 
(1922), by W. G. Gaessler and A. C. McCandlish (1923), 
and by E. V. McCollum and his co-workers (1924). 
It must, however, be concluded that the antirachitic 
value of green food is usually very slight, and in no 
way comparable with its richness in vitamin A, as 
“as was at one time supposed. 

The same misconception as applies to terrestrial 
green food also exists with regard to the green food 
of the sea. It used to be held that the codfish obtains 
the vitamin D, in which its liver oil is so rich, from its 
food and that the ultimate source of vitamin D for 
all organisms in the ocean is in the green alg# and 
diatoms which inhabit it. These, it was believed, form 
their vitamin D under the influence of direct insolation. 
It had been shown by H. L. Jameson, J.C. Drummond, 
and K. H. Coward ' in 1922 that the marine diatom, 
Nitzschia closterium, is a rich source of vitamin A, 
and confusion as to its antirachitic power came about 
in the same way as happened with terrestrial green 
food. In a paper published this year J. L. Leigh-Clare?* 
has disposed of this comfortable theory of the origin 
of vitamin D in the sea and has shown that Nitzschia 
closterium, grown with conditions of maximum 
insolation, has no antirachitic power. So we are still 
left in doubt as to which organisms provide the 
vehicle by which vitamin D is supplied to the inhabi- 
tants of the sea. Since the green ones are not 


responsible, possibly the surface baskers among the 
animals play a more important part than had been 
supposed, or possibly even, as C. E. Bills* suggests, 


vitamin D can be elaborated in the body of some 
marine animals, without the intervention of light. 
Unfortunately, however, there is still no definite 
answer to the frequent question: ‘* Where does the 
cod get its vitamin D from ? ” 


CONTROL OF HA MORRHAGE DURING 
TONSILLECTOMY. 


REMOVAL of the tonsils is perhaps the most fre- 
quently performed operation of surgery. Dr. Walter 
A. Wells, of Washington, states that in America it 
is almost the exception to find a person who, either 
in childhood or adult age, has not had it performed. 
Although it is to be hoped that the operation will 
never reach such a degree of popularity in this country 
—for it cannot be really necessary in so large a 
proportion of the population— it is nevertheless an 
advisable and beneficial procedure in a large number 
of patients. The great bugbear of the operation, 
especially in the mind of the public, is bleeding, 
which usually comes on as reactionary haemorrhage 
a few hours after the operation. Even when the 
quantity of blood lost is not enough to be alarming, 
it may be sufficient to retard convalescence and is 
disturbing to the patient. For some time past, 
surgeons have been giving increased attention to their 
technique, with a view to preventing undue bleeding 
during the operation and to reducing the frequency 
of reactionary hemorrhage after it; many surgeons 
now make it part of their routine to ligature any 
bleeding-point which persists, even in a small degree, 
after sponge-pressure has been applied for a few 
minutes. With this criterion most adult tonsils 
require one or more ligatures, but they are rarely 
necessary in young children; and there is no doubt 
that the adoption of such a routine materially adds 
to the comfort and safety of these patients. Dr. 


? Biochem. Jour., 1922, xvi., 482. 
* Ibid., 1927, xxi., 368. 
* Jour. Biol. Chem., 1927, lxxii., 751. 


V. K. Hart, of Statesville, N.C..' since tying bleeding- 
points during operation, encountered 14 cases of post- 
operative haemorrhage in 800 cases, in eight of which 
further ligation was required. The chief reason 
against the universal adoption of primary ligature is 
its difficulty, for it is no easy matter to tie off a vessel 
in the tonsillar bed in the manner ordinarily employed 
in more accessible wounds; but technical difficulty 
is no valid excuse for non-performance, and it may 
reasonably be said that no one should attempt to 
remove a tonsil unless he is able to ligature a bleeding 
vessel in its bed. The simplest method of securing 
the bleeding-point is to pass a slip-knot of braided 
silk, held by a long forceps, over the hemos at after 
the method of C. G. Coakley *; but this, too. requires 
considerable practice, and many ingenious instruments 
have been designed with a view to making ligation 
easier. Of these one class is a modification of the 
hzemostat forceps, providing a shoulder or a rounded 
end to enable the ligature to slip off it more readily ; 
others provide an arrangement by which the loop of 
ligature is attached to the hzemostat and carried on 
it into the bed of the tonsil. An instrument of this 
type has been recently described by Dr. Angelo J. 
Smith, of Yonkers, N.Y.,’ in which a sliding rod 
attached to the hemostat carries the ligature at its 
distal end ; on pushing down the rod, the ligature is 
brought beyond the point of the forceps into position 
for tying. Sir James Dundas-Grant achieves the same 
result by passing the slip-knot inside a metal or glass 
tube in the manner described in our last issue,‘ where 
Mr. Norman Eadie also describes his device of 
employing a hole drilled through the tip of the 
hemostat as a pulley. Of another type is the 
instrument designed by Dr. Wells *; it is in the 
form of a forceps in which a short slotted needle 
is fixed to the end of one blade; on closing the 
instrument over the bleeding area and opening 
it again, a double thread is placed through the 
tissues at the point required, which can then be 
tied on the fingers in the usual way. Different 
operators will, of course, prefer different instruments, 
but there is no doubt that instruments which facilitate 
the technique of ligature will conduce to its more 
regular performance and so make bleeding after 
tonsillectomy a rarer occurrence. 


THROMBOSIS OF THE SPLENIC VEIN 
CHILDHOOD. 

SPLENIC anzmia is the name applied to the syn- 
drome of severe anzemia, accompanied by considerable 
splenic enlargement, for which no clear cause such as 
rickets or syphilis can be found. The anzwmia is of 
secondary type—that to say, the reduction of 
hemoglobin out of proportion to the diminu- 
tion in the erythrocytes. The classification of such 
cases is made more difficult by the fact that anaemia 
and slight splenic enlargement may result from many 
minor degrees of ill-health. In rare instances hzmat- 
emesis or epistaxis are early symptoms. Cases tend 
to run a chronic course of from 3 to 12 years with the 
supervention of cirrhosis of the liver and secondary 
ascites later. This latter complex constitutes Banti’s 
disease. It is not clear to what extent splenic anzemia 
if left to itself develops the full picture of Banti’s 
disease. Removal of the spleen in the early stages 
has sometimes resulted in a cure, but once cirrhosis 
of the liver has developed splenectomy has had no 
effect. Whether the successful cases would have 
developed into Banti’s disease later, or whether they 
belonged to another type, is as yet undecided. The 
success of operative treatment has led to the theory 
that there is primarily a morbid increase in blood 
destruction by the spleen which is cured by its 
removal. Thrombosis of the splenic vein has also 
been suggested as a cause, and in a recent monograph 
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Dr. Arvid Wallgren! has attempted to isolate a 
group of cases in which it was primary. He 
describes in great detail his investigation of four 
patients <t the Infants’ Hospital in Goteborg, and 
supplements these observations by a résumé of similar 
cases from the literature. Apart from secondary 
anzmia and splenic enlargement, his children all had 
attacks of profuse hamatemesis in the early stages 
of the disease, these attacks bearing a definite relation 
to the size of the spleen, each loss of blood being 
followed by reduction in size of the organ which then 
enlarged again. In support of thrombosis, he empha- 
sises the following facts which he observed in his 
four cases. The vessels and parenchyma of the three 
spleens removed at operation were engorged with 
blood as though the venous circulation was obstructed. 
The veins of the collateral splenic circulation were 
greatly enlarged. Thrombi were found in many of 
the smaller branches of the splenic vein. No actual 
thrombi were detected in the splenic vein itself at 
operation, but the examination was_ necessarily 
cursory. In the fourth case, which died after a 
severe hematemesis, thrombosis of the splenic vein 
was present. The effect of hamatemesis on the size 
of the spleen he explains as follows. The pressure 
of the blood dammed back in the spleen by the 
obstructed vein finally becomes so great that one of 
the gastric or oesophageal branches of the collateral 
circulation ruptures into the stomach, tension in the 
spleen is relieved by haemorrhage, and the organ 
becomes smaller in size. Eventually the establish- 
ment of an adequate collateral circulation might 
prevent further hemorrhages, but extension of the 
thrombus would still be liable to cause further engorge- 
ment. The cardinal point in the diagnosis of throm- 
bosis of the splenic vein is the association of splenic 
enlargement with haematemesis early in the disease, 
hemorrhage being followed by a reduction in size of 
the organ and cessation by an increase. Owing to 
the danger to life from repeated hamatemeses and 
progressive anemia, Dr. Wallgren considers splenec- 
tomy the treatment of choice in these cases in spite 
of its dangers. The three patients in whom the 
spleen was removed were quite healthy two years or 
more after operation and had had no further bleeding. 

This monograph brings strong evidence to show 
that there is a group of cases which might have been 
classed as splenic anemia, but which are actually due 
to thrombosis in the splenic vein, and for which early 
splenectomy gives the best chance of permanent 
health. In England profuse hematemesis is a very 
rare symptom in children between 2 and 11 years of 
age, even in cases with splenic enlargement. 


A WINTER TOUR IN SWITZERLAND. 


CLIMATE is a ubiquitous study, but apart from our 
own it is probable that few members even of the 
medical profession realise what are the precise condi- 
tions of the climate, physical, intellectual, social, 
hygienic, into which they send their patients during 
the winter. We therefore cordially welcome the 
opportunity offered to practitioners by the Council 
of the Royal Institute of Public Health, with the 
collaboration of Sir Henry Lunn, of studying climatic 
conditions in all the more important parts of Switzer- 
land. The tour is not to be hurried, and it will be 
possible to combine instruction with recreation, and 
particularly with that change of scene, right in the 
middle of our sunless winter, which has been shown 
by so many ex-Alpine patients to be a factor in 
maintaining their health. The party will leave 
London at 2 P.M. on Sunday, Dec. 18th, and the 
following day will reach Ziirich, where they will visit 
the hospitals and university. Wednesday will be 
spent at Arosa, the highest health resort in Switzerland ; 
Thursday and Friday will be devoted to Davos, where 
the party will be entertained by the Kurverein, and 
the next four days, including Christmas, will be passed 


1 Acta Prediatrica, vol. vi., Supplementum, Feb. 7th, 1927. 
Contribution a l’étude des splénomégalies de l’enfance. 








at St. Moritz and Maloja, so as to see something of the 
winter sports. On Tuesday, Dec. 27th, the party will 
drive into Italy to reach the Rhone Valley and will 
spend the night in Milan, after which they are to 
return to Switzerland to visit Montana, as the guests 
of Sir Henry Lunn, and to see Dr. Rollier’s famous 
clinic at Leysin, where the tour will end on Dec. 30th. 
The participants will then be at liberty to return to 
England or remain in Switzerland as they please. 


Further particulars may be had from the hon. 
secretaries of the Institute at 37, Russell-square, 
London, W.C, 1. —s 

HAIR DYES. 


THOUSANDS of years of experiment have failed to . 
provide a hair dye which is definitely harmless and 
at the same time satisfies the popular demand. Dr. 
O. L. Levin, in the Medical Journal and Record of 
August 17th, divides the dyes in common use into 
three classes—the purely vegetable, of which henna 
is alone convenient, the metallic, and the synthetic 
organic. Henna is harmless, but will only dye the 
hair red, the so-called brown or black henna dyes 
containing metallic compounds. Metallic dyes, which 
form the bulk of the preparations usually exposed for 
sale, are most of them composed of a salt of silver, 
copper, mercury, tin, lead, or bismuth, mixed with a 
developer, which is usually pyrogallic acid. Silver 
dyes may contain sodium thiosulphate instead. The 
depth of the tint obtained depends on the amount of 
copper deposited as a sulphide on the surface of the 
hair. The pyrogallic acid corrodes and ultimately 
destroys the hair, and the copper is absorbed by the 
body in quantities that may be physiologically toxic. 
The danger of all metallic dyes lies in the necessity for 
their repeated application, which affords an oppor- 
tunity for the metal to accumulate in the tissues and 
produce an obstinate illness. Lead is particularly 
poisonous and there is little doubt that its use should 
be absolutely prohibited. Probably the only metallic 
salt that is quite harmless is permanganate of potash, 
which is too slow and uncertain in its action to be of 
much value. The synthetic dyes are prepared on 
a base of paraphenylenediamine, a derivative of 
aniline, and are so noxious that nearly every European 
country forbids their use. They penetrate the hair- 
shaft and so give a much more lasting result than the 
metallic compounds. But for their virulent effect 
they would solve the problem very well. The 
symptoms that may be caused by poisonous hair dyes 
are local or constitutional, or both. The local reaction 
may be an acute dermatitis extending over the head, 
neck, face, and ears, and proceeding to cedema and 
vesiculation. This sometimes clears up untreated in 
a few days, but often the violent itching makes the 
patient scratch, and eczema and other secondary 
ailments follow. The itching may persist for months 
under treatment after the eruption has disappeared 
Cutaneous tests may discover whether a given person 
is likely to react to a dye in this way, but probably 
no one is quite immune from constitutional metal 
poisoning, and users have been known to react locally 
after tolerating many previous applications. Short 
of prohibiting the sale of all dyes containing noxious 
substances, as has recently been done in New York, 
it is useful to insist on their correct description at sale. 


SYNDROMES IN PHARMACOLOGY. 


Wuy adrenalin acts specifically on the sympathetic 
terminations, or why apomorphine attacks the 
vomiting centre, are examples of a question which 
pharmacology has so far failed to answer. Any method 
which suggests an approach to this fundamental 
problem of the specific action of drugs is welcome. 
Certain simple reactions can be explained; the 
astringency of tannic acid, for instance, is generally 
admitted to be due to the coagulation of proteins, 
and saponins bring about haemolysis by dissolving the 
lipoid constituents of the cell envelope. Nevertheless. 
these phenomena are exceptional, and the bulk of 














THe LANCET, | 


LOBAR PNEUMONIA, BRONCHO-PNEUMONIA, ETC. 





[Ocr. 15, 1927 


825 








pharmacology is still empirical. Prof. J. A. Gunn, in 
his presidential address to the Therapeutical and 
Pharmacological Section of the Royal Society of 
Medicine on Tuesday, Oct. llth, pointed out this 
limitation clearly, and suggested a concept that he 
and others believe may be of some assistance in the 
huge task of removing it. It is a commonplace that 
many dissimilar substances have similar effects on 
the organs of the body ; ipecacuanha, tartar emetic, 
senega, and squill, for instance, all produce emesis 
and increased secretion of the sweat and salivary 
glands and of the bronchi. This group of reactions, 
produced by a variety of substances having chemically 
nothing in common, may appropriately, he says, be 
called a syndrome. Since they are due to a common 
and explainable physiological mechanism they deserve 
the qualification of ** homogeneous.”’ It is, however, 
the “ heterogeneous ”’ class of syndromes that Dr. 
Gunn anticipates may one day be of greater scientific 
importance ; that in which the similarity of effect 
cannot be related, in the light of present knowledge, to 
known physiological or biochemical facts. While 
investigating a new alkaloid known as harmaline he 
found that it had a powerful toxic action on protozoa, 
impaired the conductivity of nerve, arrested the 
perfused frog’s heart in systole in strong solutions and 
in diastole in weak concentrations, stimulated the 
mammalian uterus and, in fact, recalled the actions of 
quinine. He argued that, if the resemblance were more 
than accidental, harmaline should, like quinine but 
unlike most alkaloids, produce a rigor of the voluntary 
muscles, and experiment proved that it did. He also 
found that it cured acute and relapsing malaria. Now 
there is no known chemical resemblance between these 
two alkaloids which could explain their similarity of 
action, and the syndrome is one for which no common 
physiological basis can be found. It is a heterogeneous 
syndrome. The possible explanations are several : 
there may be an undiscovered chemical affinity 
between the two drugs ; the syndrome may be really 
homogeneous, due to some unsuspected effect on, for 
instance, the blood composition ; or—and this is a 
supposition that opens up wide vistas of speculation— 
there may be some chemical similarity between the 
various nerve centres which ensures that two given 
drugs, evenif they have chemically nothing in common, 
which attack one centre will attack all. There is, as 
every investigator in this field knows, distinct 
evidence of ‘“trends”’ in selective action; of the 
preference of chemically dissimilar substances for 
physiologically dissimilar tissues. Physostigmine 
stimulates all parasympathetic endings (an homo- 
geneous syndrome), but in higher concentrations it 
stimulates the nerve ends in striped muscle. Atropine, 
which has nothing in common with physostigmine, 
neutralises both these actions. The inference is that 
there is a chemical similarity between the two types 
of terminals—a hypothesis which is supported by 
several authorities. ‘These are only a few examples of 
a range of associated phenomena, * syndromes,” 
which must widen daily as the science of pharmacology 
advances. Study along these lines promises a reward 
outside the scope of the usual attempt to correlate 
physiological action with chemical constitution, which 
the increasing complexity of chemical research is 
showing more and more clearly to be impracticable. 


WE regret to record the death at Buenos Aires 
on Oct. 8th of Sir John O’Conor, the resident medical 
officer of the British Hospital in that city. 


Ir appears to be an open secret that the successful 
swimmer of the Channel, who walked on shore at 
Folkestone on Tuesday morning last, and whose 
triumph is attributed to a ‘‘ Miss Mona McLellan,” 
is in real life Dr. Dorothy Logan. Dr. Logan, who 
is in charge of one of the female special depart- 
ments of King’s College Hospital, has gained a 
victory after several notable attempts, having on 
a previous occasion got within a mile and a half of 
Dover after swimming for 25 hours. 





Modern Cechnique in Treatment. 


A Series of Special Articles, contributed by invitation, 
on the Treatment of Medical and Surgical Conditions. 
CCXLV.—TREATMENT OF LOBAR PNEUMONTA, 

BRONCHO-PNEUMONIA, AND BRONCHITIS 

IN CHILDREN, 
I. GENERAL CONSIDERATIONS. ! 

ALTHOUGH classical examples of these three 
conditions are distinguishable, there are many 
borderline cases in which diagnosis cannot be made. 
Since exact differentiation, though desirable, does 
not affect treatment, which is mainly symptomatic, 
they are here considered together with 
reservations. 

Briefly the three conditions may be outlined as 
follows :— 

In lobar pneumonia the infecting organism in nearly 
every case is the pneumococcus and the distribution 
of the inflammation in the lung is lobar. If there are 
no complications the temperature usually reaches 
normal by lysis or crisis within a week of onset. 
Although not generally recognised as such, this is 
probably the commoner pneumonia of childhood. 
The disease becomes increasingly severe with increased 
age and weight. In children under two years old 
without complications, the degree of illness is slight 
and the signs of consolidation often transient. When 
this is so diagnosis is often a matter of opinion. 

In broncho-pneumonia the infecting organisms are 
streptococci, staphylococci, pneumococci, B. influenzae, 
and others. The distribution of the inflammation is 
lobular, but this is often not shown by physical 
signs, because a lobular consolidation often makes 
a whole lobe solid. In children it occurs most fre- 
quently in connexion with influenza, whooping-cough, 
and measles, and in these bronchitis often precedes it. 
Broncho-pneumonia is a very severe disease; the 
temperature remains high for several weeks, cyanosis 
is a marked feature, and death the usual termination. 
Should recovery occur some degree of fibrosis of lung 
will probably remain. 

Bronchitis.—The severity of an attack of bronchitis 
depends on the extent to which the bronchial tubes 
are involved. If only the large tubes are affected it 
is a mild disease. If, however, the inflammation has 
extended into the smallest bronchioles the clinical 
picture merges closely into that of broncho-pneumonia 
and the physical signs of the two are often identical. 
To what extent an acute bronchitis may develop into 
broncho-pneumonia is not at present quite clear. 
Possibly the type of organism determines this, and 
accounts for the fact that the bronchitis of measles, 
whooping-cough, or influenza appears to develop 
into broncho-pneumonia while ordinary bronchitis 
does not do so to the same extent. 


certain 


Prevention. 

Bottle-fed babies and debilitated children, especially 
those with a tendency to rickets, are particularly liable 
to develop bronchitis and pneumonia. There is no 
specific mode of prevention, but avoidance of cold and 
damp probably lowers the incidence considerably. 
The development of bronchitis during an attack of 
whooping-cough or measles or in an influenza epidemic 
is a signal for special care. 


Differences Between Pneumonia in Adults and 
Children, 

Pneumonia, like other acute diseases in children, 
is often ushered in by convulsions. This is especially 
so in apical pneumonia which is commoner in children, 
The possibility of meningitis should not be forgotten, 
but too hasty lumbar puncture to exclude this diagnosis 
is wrong. The rapidity and type of respiration are the 
best guide to early diagnosis. Abdominal pain is 
specially frequent in children at the outset of lobar 


! The concluding section of this article—Special Symptoms— 
will appear next week. 
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pneumonia and may make the diagnosis from acute 
appendicitis very difficult. Again, the rapidity and 
type of respiration are the best guide. If in true 
doubt it is better to open the abdomen unnecessarily 
in lobar pneumonia than to fail to operate in acute 
appendicitis on the assumption that the child is 
probably suffering from pneumonia. Many cases 
of lobar pneumonia in children operated on by 
mistake do well. The younger the child the less is 
the danger of cardiac failure. In mild attacks the 
strain upon the heart is very slight and convalescence 
is correspondingly rapid. 

When first called to see a child with broncho- 
pneumonia it is important to remember how often 
this is a complication of whooping-cough or measles. 
If the history is indefinite the child should be isolated 
until the possibility of infection has been excluded. 


General Management. 

Successful treatment depends as much on the 
nurse as the physician. In severe cases the value 
cf a good trained nurse cannot be over-estimated. 
The child should be put to bed in an airy room at 
even temperature. Contact with other children 
should not be allowed. 

Diet.—While there is pyrexia a fluid diet is best. 
Milk, whole or diluted, is suitable for most children, 
but mutton or chicken broth, beef-tea, barley-water, 
and lemonade are also valuable. Fluids should be 
given freely. Feeds should be small in quantity and 
given every two or three hours. In severe cases with 
digestive disturbances, whey or albumin water are 
valuable, and in mild ones custard, junket, milk 
pudding, and Benger’s food may be allowed. 

In some children there is a tendency to acidosis. 
When this is suggested by drowsiness and apathy, 
associated with acetone bodies in the urine, the 
amount of fat in the diet should be limited and 
carbohydrates given freely. Milk is then not a good 
article of diet on account of the high percentage of 
fat it contains, but sugar should be given freely 
dissolved in lemonade. 

Care of the Nose and Mouth.—It is important to 
keep the mouth as clean as possible. A septic throat, 
suppurating middle ear, or purulent nasal discharge is 
often traceable to neglect of this precaution. A weak 
antiseptic mouth-wash of carbolic or potassium 
permanganate should be used for this purpose. 
Obstruction of the nasal passages by catarrh is 
sometimes a cause of increased dyspnoea. They 
should be kept a; clear as possible by encouraging 
the child to blow the nose. When this is not effective 
and nasal obstruction seems to be the cause of 
respiratory distress, the anterior nares may be cleared 
with pledgets of cotton-wool and gently irrigated by 
warm boric and bicarbonate solution (aa ji. ad Oi.) 
with a small syringe. This should not be done unless 
the obstruction is definitely distressing the child. 
To do it as a routine is, in all but a few cases, only 
meddling with a sick child unnecessarily. 

Purgation.—At the outset it is well to give a purga- 
tive; gray powder is suitable for children under 3 
and calomel followed by salts for older ones. Sub- 
sequently syrup of senna, senna pods, or cascara are 
appropriate laxatives. Symptoms should be dealt 
with as they arise and are discussed below under 
separate headings. No routine treatment is indicated. 
Rapidity of convalescence depends on the type and 
severity of the attack. After an attack of acute 
bronchitis of the larger tubes or mild lobar pneumonia, 
a child of 3 may be allowed to walk about the cot 
two or three days after the temperature is normal. 
A child of 12 should stay in bed ten days after mild 
lobar pneumonia. The severity of the attack being 
equal, the length of time spent in bed after the 
temperature is normal should vary directly with the 
size and age. After broncho-pneumonia convalescence 
is much slower and depends on the amount of 
permanent damage to the lung. 


LESLIE B. Cote, M.D. Camb., M.R.C.P. Lond., 


late Resident Assistant Physician to 
St. Thomas’s Hospital. 





Special Articles. 


SCHOOL EXCLUSION AND CLOSURE FOR 
INFECTIOUS DISEASE. 


A MEMORANDUM on Closure of and Exclusion from 
School was first issued by the Board of Education in 
1909, and a revised edition appeared in 1925 under 
the joint auspices of the Board and the Ministry of 
Health. The present reprint has been necessitated 
by the issue in 1926 of the revised Code of Regulations 
for Public Elementary Schools, and in January, 1927, 
of Administrative Memorandum No. 51, in which is 
laid down the principle that if, during epidemics of 
infectious disease, the power to exclude individual 
children from school be used to the best advantage, 
it is only in special and quite exceptional circumstances 
that it will be necessary to close a school in the 
interests of public health. Experience of the last 
15 years strengthens this view, although until this 
year it was possible for local education authorities to 
close schools during the prevalence of epidemics of 
infectious disease not purely in the interests of public 
health, but on financial grounds, in order to prevent 
loss of grants owing to the lowered attendance of 
children at such times. The Board and.the Ministry 
will no longer accept the closure of schools for medical 
reasons unless such closure is in strict compliance with 
the principles laid down in this Memorandum. 

The present Memorandum deals primarily with the 
closure of public elementary schools and the exclusion 
of individual children from such schools on account 
of infectious disease, but the provisions apply with 
modifications to special schools and_ institutions 
receiving grants. In the case of secondary schools, in 
which the problems of infectious disease seldom arise 
in an acute form, the Memorandum anticipates that 
the governing bodies and heads will be fully alive to 
the importance of the subject. 

Parts I. and II. of the Memorandum deal with the 
powers of local sanitary and education authorities 
and their coérdination. Part III. deals with the 
collection of information by various groups of staff 
officers and the part played by early recognition in 
the prevention of spread. In Part IV. are set out the 
general considerations as to the action to be taken in 
respect of infectious diseases—on this comment is 
made in our leading article. Part V. enumerates the 
rules for action in respect of particular diseases. This 
part is reproduced here substantially at length along 
with a table of incubation and exclusion periods of 
the commoner infectious diseases, which will be of 
value to all practitioners. 


RULES FOR ACTION IN RESPECT OF PARTICULAR 
DISEASES. 

The diseases for the prevention of which the 
exclusion of particular children from school or school 
closure may be required are principally those which 
spread by infection directly from person to person, 
such as measles, whooping-cough, scarlet fever, 
diphtheria, epidemic influenza, small-pox, chicken-pox, 
and rubella (German measles). In rare cases the same 
measures may be necessary for enteric fever and 
diarrhoeal diseases, when these spread through local 
agency, such as infected school privies. 

In the light of the general principles already set out 
the following procedure is suggested in order to enable 
the medical officer of health or the school medical 
officer to advise as to the minimum duration of 
exclusion of school-children which can with reasonable 
safety be adopted in the several more common infec- 
tious diseases. The recommendations made are subject 
to the proviso that each case, as it occurs, requires and 
should receive individual consideration. 


Scarlet Fever. 


Exclusion of Cases.—When treated in the isolation 
hospital he is usually detained for about six weeks, 
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and longer if any discharges continue from ear, nose, 
or throat. After return home, in view of the 
occasional protracted infectiousness of patients with 
such discharges, and sometimes even of those without 
them, the child should not return to school for two 
weeks, and a notice should be sent to the teacher and 
another to the parent to this effect. Wherever 
practicable, however, the child should be examined 
by the school medical officer or by an experienced 
health visitor or school nurse before readmission to 
school, and where this practice is followed it may be 
permissible for a child, free from any sign of infection, 
to return at the expiry of one week. 

When the patient has been treated at home similar 
rules apply, provided that the patient and his rooms 
have been effectively disinfected after the illness has 
ended. 

Exclusion of Contacts.—If the patient has been 
removed to the isolation hospital the teacher and the 
parents should be instructed to keep children living 
in the same house away from school for a period of 
one week from the day on which disinfection, subse- 
quent to the removal of the patient, has taken place, 
and the parents should be instructed to keep these 
children out of contact with other children for the 
same period. An exception to this rule may be made 
for those children in respect of whom the _ school 
medical officer has satisfied himself, directly or through 
the medical officer of health, that they have already had 
the disease ; such children may be allowed to return 
immediately after disinfection of the premises. 

If the patient is treated at home no other children 
from the same house should attend school while the 
patient is infectious, nor for one week after the end 
of his period of isolation. 

School Closure.—If there is active codéperation 
between the school attendance officers and teachers 
and the medical officer of health school closure should 
only exceptionally be needed for scarlet fever. In 
school this disease usually spreads slowly from child 
to child, and not in the explosive manner characteristic 
of measles. Hence diligent search for slight cases and 
supervision of ‘‘ contacts”? should in most instances 
render school closure needless. 


Diphtheria. 

Exclusion of Cases.—Whether treated in the 
isolation hospital or at home it is the practice in some 
districts to regard the patient as in an infective 
condition until three successive swabs taken on 
different days have given consistent negative results. 
These swabs should not be taken until at least 48 hours 
have elapsed since the last application of any disin- 
fectant to the throat. 

In certain hospitals it is now the practice to rely 
upon the complete recovery of a patient from all 
clinical symptoms of the disease rather than upon 
bacteriological methods, and the experience of these 
hospitals seems to show that by such means the spread 
of infection can usually be avoided. 

In view of the debility left by an attack of 
diphtheria, return to school should usually be deferred 
for two or three weeks or longer, at the discretion of 
the medical officer, after the end of the attack, as 
determined by bacteriological or clinical methods. 

Exclusion of Contacts.—Contacts in respect of 
whom positive swabs have been obtained should, as 
a general rule, be excluded from school until two or 
three successive swabs give negative results. If 
circumstances permit tests for virulence may be 
employed, and this should always be done, if possible, 
in cases where the bacilli persist for long periods 
without any signs of disease. If the organism has 
been shown to be non-virulent a child may be dealt 
with as though the swab were negative. 

When the patient has been removed to the isolation 
hospital the children in the same house should be kept 
away from school for two weeks. During this period 
they should be closely watched for any signs of 
diphtheria developing, and should only be readmitted 
after a final careful clinical examination, which 
should be supplemented by the taking of a swab, 





with negative result. In the case of a child free from 
any signs of disease the period of two weeks may be 
shortened at the discretion of the medical officer 
when bacteriological examinations have been made 
with negative result. 

When the patient is treated at home no other 
child from the same house should attend school while 
the patient is infectious, nor for ten days afterwards. 
This period must be extended in the case of children 
suffering from sore throat, sore nose, or any other 
signs of possible infectivity until a bacteriological 
report establishes their non-diphtherial nature. In 
exceptional cases, where complete isolation can be 
procured, contacts may be dealt with as though the 
patient had been removed to hospital. 

School Closure.—Although diphtheria, like scarlet 
fever, and unlike measles, usually spreads compara- 
tively slowly in schools, it is apt to be very persistent, 
and not infrequently causes serious mortality, 
especially among children under 5 years old. For 
these reasons, when cases of this disease occur in an 
infant school, there should be no _ hesitation in 
excluding children from attendance who are below 
the age of compulsory school attendance. Closure of 
a school or department is only justifiable when the 
precautionary measures detailed in the preceding 
paragraphs have failed to arrest the spread. 

The need for protracted exclusion from school of 
recent diphtheria patients has already been empha- 
sised. The systematic use of these measures should 
obviate the need for school closure for diphtheria. 


Measles. 

Exclusion of Cases.—Children attacked by measles 
should be kept from school for three weeks from the 
first appearance of the rash. This period should be 
extended if there are complications or sequele. 

Exclusion of Contacts.—In large towns, and in the 
smaller districts in which the majority of children 
over seven years of age who are attending public 
elementary schools have had measles, the practice is 
frequently adopted, when measles breaks out in a 
household, of excluding from school attendance only 
those children of the same household who attend the 
infant school, and those older children of the same 
household who have not had measles. These particular 
children of the same household should be excluded 
from school until 21 days from the date of onset of 
the illness of the last patient with measles in the house. 

The above procedure can be recommended, as the 
result of experience in large districts, to be worthy of 
general adoption ; but it may need to be modified in 
accordance with the special circumstances of a district, 
particularly with reference to its past history as to 
measles. In order that the procedure may be efficiently 
carried out, it is very desirable that the past history 
of every child in regard to infectious disease, as 
recorded on the medical inspection card, should be 
tabulated, and that the table so obtained should be 
kept up to date in each class, and readily available for 
the purpose of determining, when a case of measles 
occurs, which children should, and which should not, 
be excluded from attendance at school. 

School Closure.—Although school closure has been, 
and is still being adopted more frequently on account 
of epidemics of measles than for any other disease, 
there is a general consensus of opinion that except in 
the case of scattered rural populations, it is useless 
as a means of checking the spread of the disease. 
As a rule closure is deferred until a large proportion of 
the children are already absent, but even in those 
cases where early class closure has been attempted 
after the occurrence of a single case, experience 
appears to show that the only effect is to postpone and 
prolong the epidemic. It appears certain that in 
populous districts school closure for measles has but 
little value as a public health measure. 

In thinly populated districts, where the homes are 
comparatively isolated, and children have long 


distances to come to school, school closure may. on 
the other hand, have a very definite value in preventing 
the spread of measles from one village to another, 
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and in reducing the risk of exposure to bad weather 
of those children who are already in the early stages. 


German Measles. 

In this mild disease (rubella, rételn) children need 
not be excluded from school for more than a week, 
dating from the first appearance of the rash. 
Immediate child-contacts in the home who have not 
had German measles should be excluded from school 
for three weeks from date of last exposure to infection 
by a patient in the eruptive stage. 


W hooping-cough. 

The rules as to exclusion from or closure of school 
for this disease should be similar to those for measles, 
except that the infection of whooping-cough probably 
lasts six weeks, and the children in the house who 
attend the infant school should be excluded from school 
for this period—or as long as cough continues. 


Small-pox. 

Children suffering from small-pox should be 
excluded until all scabs and “* seeds ’’ have disappeared. 
All contacts should be vaccinated or revaccinated, 
and should be kept under medical observation for a 
period of 16 days; for this purpose exclusion of 
contacts from school is not generally necessary or 
desirable. 

Chicken-pox. 

Children suffering from this disease should be 
excluded for three weeks or until all scabs have 
disappeared. The possibility of small-pox should 
always be kept in mind, and inquiry should be made 
in all instances as to the state of vaccination of 
supposed cases of chicken-pox. Infants, and other 
children who have not had chicken-pox, should be 
excluded from school for three weeks from the date 
of the last exposure to infection. 


Mumps. 

Children suffering from mumps should be excluded 
and not readmitted until one week after the subsidence 
of the swelling. In this disease, owing to its character 
and long incubation period, exclusion may, as a rule, 
be confined to the patient himself. 


Influenza. 

Children showing symptoms of influenza should be 
excluded from school during the period of attack, and 
should not be readmitted until a careful medical 
examination of the heart and lungs has been made to 
eliminate possible latent complications and sequela. 
In epidemics of influenza closure of schools may be 
employed occasionally with advantage, particularly in 
rural and small urban districts where the excluded 
children have few opportunities of coming in contact 
with each other outside the school. 


Tuberculosis. 

Pulmonary tuberculosis in a recognisable form is 
seldom a large factor in school life. Children known 
to be suffering from this disease should, at the discretion 
of the school medical officer, be excluded from school. 
All cases of open tuberculosis other than pulmonary 
should of course be excluded. 


Epidemic Nervous Diseases. 

Cerebro-spinal Fever.—A _ child suffering from 
cerebro-spinal fever will not even in favourable 
circumstances be in a fit state of health to attend 
school until three months have elapsed from the onset 
of the illness. Immediately the disease is recognised 
in a school the class-contacts should be kept under 
close medical observation for two weeks. If it can be 
arranged, such contacts should be accommodated in 
open-air classes. Home-contacts should be excluded 
from school for a period of three weeks. The disease 
has a high degree of fatality ; in the event of recovery, 
sequelz are not often present. Some patients display 
mental instability and irritability of temper, and it is 
desirable that all such cases should be kept under 
special medical observation for a year. 





Acute Poliomyelitis —The incubation period is 
usually placed at from two to ten days, the average 
period being three to four days. A child developing 
the disease should forthwith be excluded from school. 
If the paralytic signs are absent or extremely slight, 
and the general health is good, the child may be 
readmitted to school at the expiration of six weeks. 
Careful watch should be maintained in non-paralytic 
cases for the supervention of paralysis, as recurrent 
cases occur in which the paralysis is manifested after 
the acute symptoms have subsided. Paralytic cases 
will require a much longer period of school exclusion, 
and are afterwards better treated, if practicable, in 
special orthopeedic institutions. 

In times of epidemic prevalence, exclusion of all 
children in a particular class, closure of infant depart- 
ments, and even of the whole school, may be required. 
It is highly important in epidemic periods to recognise 
mild and abortive cases of poliomyelitis, as they are 
largely instrumental in spreading the disease. The 
class-contacts of a child suffering from poliomyelitis 
should be carefully examined from this point of view, 
and any such child showing symptoms of gastro- 
intestinal disorder (vomiting, mild diarrhoa, c.), 
catarrh of the upper respiratory passages, or muscular 
twitchings or neuritic pains should be regarded 
provisionally with suspicion, and should be kept 
under supervision and, if necessary, excluded from 
school. Home-contacts should be excluded from 
school for a minimum period of three weeks. 

Encephalitis Lethargica.—lf the disease develops in 
a school the child should at once be sent home, and 
care be taken to see that it is receiving suitable medical 
care in hospital or otherwise. Search should be made 
for school-contacts of the case. These contacts should 
be medically examined and watched. Any child 
exhibiting sigas and symptoms suggestive of mild or 
abortive encephalitis lethargica should be excluded 
from school for a minimum period of six weeks. 

Home-contacts in the affected household should be 
kept from school for three weeks after the isolation of 
the patient. Children who have suffered from the 
disease take a long time to recuperate, and they 
should not be allowed to resume school attendance 
until a careful medical examination pronounces the 
general health completely restored. In favourable 
circumstances a child may be permitted to resume 
school after the lapse of six months from the time of 
school exclusion ; in many instances this period has 
to be extended to a year or even longer. 

All children who have suffered from epidemic 
encephalitis, whether in the abortive, mild, or severe 
forms of the disease, should be kept under careful 
medical observation for a period of two years after 
the attack, as sequelae may appear at any time within 
this period. The more important of these after-effects 
may include mental symptoms, symptomatic paralysis 
agitans, excito-motor sequelae, and various sensory 
conditions. As a rule, children showing after-effects, 
unless in the mildest possible degree, should be 
excluded altogether from school, partly for their own 
sake and partly on account of the effect upon other 
children. 

Enteric Fever and Erysipelas. 

Children coming from houses in which have occurred 
cases of erysipelas or of enteric (typhoid) fever, who 
are not themselves ill, need not as a rule be excluded 
from school. Nor is school closure required for either 
of these diseases, except in the rare instances in 
which enteric fever is due to some condition directly 
connected with the school. 


INCUBATION AND EXCLUSION PERIODS. 


In an appendix is given a table of the incubation 
and exclusion periods for the commoner infectious 
diseases. It should be understood, when this table 
is used, that infectious disease is a process, not an 
entity, and that the process is liable to modification 
by many circumstances, such as the intensity of the 
infection, and the condition and resistant power of 
the body. The periods indicated in the second and 
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third columns of this table 


should therefore be 
regarded as approximate only. 





Interval 

| (in days) 

Incuba- between 

tion | onset of 
period | illness 
| (in | and 

| days). 


Period of exclusion. 


appear- 
ance of 





Patients. Contacts. 





Scarlet One week after re- 


Two weeks after 


fever. 


Diph- | 


2-10 | 
theria. | 


return from 
hospital, or, in 
the case of 
patientstreated 
at home, two 
weeks after 
release from 
isolation. 
Two to three 
weeks after end 
of attack; or 
until pronounc- 
ed from 
infection by a 


moval of patient 
to hospital, or, in 
in the case of 
patients at home, 
one week after 
release from 
isolation. 


Two weeks after re- 


moval of patient 
to hospital, or, in 
the case of 
patients treated 
at home, ten days 


medical prac- 
titioner. 


after release from 
isolation. Nega- 
tive swabs should 
be obtained. 

Infants, and other 
children who 
have not had the 
disease, three 
weeks from date 
of onset of last 
case in house. 

Infants, and other 
children who 
have not had the 
disease, three 
weeks from date 
of last exposure 
to patient with 
rash. 

Infants only, for 
six weeks from 
date of onset of 
last case, or three 
weeks from date 
of last exposure 
to infection. 

No exclusion. 


Measles Three weeks from 
date of appear- 


ance of rash. 


German 


One week from 
measles 


date of appear- 
ance of rash. 


W hoop- 
ing 
cough. 


Six weeks from 
commencement 
of cough. 


Mu nps. 12-23 | Until one week 
after subsid- 


ence of swell- 


ng. 

Three weeks, or 
until all scabs 
have disap- 
peared. 


Chicken- 11-21 
pox, 


0-2 Infants, and other 
children who 
have not had the 
disease, three 
weeks from date 
of last exposure 
to infection. 

Sixteen days, 
unless recently 
vaccinated, when 
exclusion is un- 
necessary. 


Small- 
pox, 


10-14* Six weeks, or 
untilthe patient 
is certified free 
from infection 
by a medical 
practitioner. 





* Usually 12 days. 


SELBY WaR MEMORIAL HospitraL. — Viscount 
Lascelles last week opened this hospital of 20 beds which 
has cost, with equipment, £16,000. 


CounTYy CLARE HospPITaAts “ FALLING Down.’’— 
Commenting upon the recommendation of the Poor-law 
Commission of the Irish Free State that Boards of Health 
should be abolished, Mr. E. F. Kerin, chairman of the Clare 
County Board of Health, states that ‘ all the hospitals in 
this county are falling down.’’ He adds that ‘in the 
Kilrush District Hospital and the County Nursery rain is 
falling on the beds of the patients, slates are off, windows 
broken, and draughts whistle through every corridor.” 
In the County Home at Ennis nearly 120 imbeciles are 
** packed together in shocking conditions.” 


HEREFORDSHIRE GENERAL HospitaL.—This insti- 
tution is to be enlarged from 124 to 160 beds. The building, 
which dates from 1776, isin many respects archaic ; the fittings 
and amenities are entirely out of date. It is proposed to 
provide a new surgical wing, a maternity unit, isolation and 
pathological blocks, and a new out-patients’ department, 
and to make other enlargements and improvements. The 
scheme is estimated to cost nearly £75,000 and an appeal, 
addressed especially to Herefordians, has been launched. 
The chairman of the appeal committee is Lieut.-Colonel 
J. C. Sleeman, who may be addressed at the hospital. 





THE PROBLEM OF VENEREAL DISEASE. 
IMPERIAL SOCIAL HYGIENE CONGRESS. 
WESTMINSTER, OcT. 3RD—7TH. 


(Concluded from page 784.) 


On Friday, Oct. 7th, the chair was taken by Dr. 
T. F. DEWAR (Scottish Board of Health), and the 
subject of discussion was the 

Administrative Aspect of Social Hygiene. 

The Chairman reviewed the peculiar difficulties 
of Scotland and the work done there. The thorough 
education of general practitioners, he said, seemed 
the only way of reaching the scattered populations of 
the hills. There was in the north a very strong body 
of opinion in favour of extended legal powers, and 
this group included all the medical officers engaged 
in clinical venereal disease work and the representatives 
of the five predominant areas of population. The 
Board of Health were considering this need for further 
power very cautiously and very earnestly, especially 
with reference to congenital syphilis. It seemed 
monstrous that the parents of a syphilitic child 
should be allowed to go on producing infected children. 
He recalled the elaborate procedure brought into force 
by a case of small-pox, which had originally received 
its name because it was, indeed, a “ small’ scourge 
compared with syphilis, the “‘ great pox.’’ 

Dr. J. R. Kaye (West Riding) explored the 
possibilities of new ideas in the prevention of venereal 
diseases, not only as a patriotic necessity but as a 
public health problem and an issue of the first import- 
ance. It was, he said, only when venereal diseases 
were faced as a public health problem and discussed 
impersonally that any progress could be made. 
It was chiefly from this angle also that the carrier 
could be eliminated. The present machinery was 
quite inadequate for gonorrhoea, and, although most 
syphilitic patients had been rendered at least non- 
infective, gonorrhceal patients who did not finally 
drift to the clinic far too often became chronic 
invalids. Where hospitals were not available, effective 
measures could best be accomplished by utilising 
centres in large towns by agreement between local 
authorities. In rural districts remote from a venereal 
disease centre women and children could be treated 
for syphilis at a child welfare centre, but it was impos- 
sible so to treat gonorrhea. One solution was to 
provide beds for these patients in infectious diseases 
hospitals, and this would probably be economical in 
the long run, as the time of treatment would be 
shortened by many months. 

Every effort should be made to trace patients and 
contacts and bring them under treatment and 
supervision. Married women suffering from gonor- 
rhoea, according to report, showed a striking increase 
in 1925, and difficulties in the way of treatment were 
great. Even if the woman was aware of her condition 
and was willing to be treated, the fear of neighbours’ 
comments, the difficulty of leaving children, and the 
time away from a busy home seemed to make it 
impossible. One solution was to have clinics open 
for admission at any time of the day, or to give 
facilities at child welfare centres. 

Instruction to the general public must be placed 
first and foremost. The public should realise that 
the evils of misconduct were not confined to the 
individual himself, but were an injury to the com- 
munity, anti-social conduct, and a potential source 
of danger to society. Education was not alone for 
the infected. What was wanted was a racial con- 
science, and a recognition that to keep fit is as much 
in the interest of the nation as of the individual. 
It was horrible to learn that 25 males and 475 females 
under 14 years suffered from gonorrhea in 1925. 
There was no reason why sex physiology should 
not be taught by a trained person to all scholars over 
13 years of age. All great social problems were in 
the end educational problems. Recreation also was 
very important. By coming to a clinic for treatment 
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a patient became a party to an agreement to continue 
treatment, and if he did not do so any method of 


inducing or compelling him was justifiable. Some 
means such as notification, and if necessary threatened 
publicity, was indicated, particularly when the lapse 
might mean the infection of others. The advantages 
were on the side of compulsory notification, but it 
was admitted by all that the best way was sex morality 
and higher ideals. The only true prophylaxis in the 
congenital treatment of all cases was the prohibition 
of marriage until a probable cure had been effected. 

Dr. Kaye concluded: ‘* After reasoned considera- 
tion of all other measures, I am of opinion that a 
mighty gap in our efforts would be filled up if it was 
penal for any person suffering from a contagious 
disease of the sexual organs knowingly to endanger or 
infect a person of the opposite sex. Such a power 


would render isolation really unnecessary — 
Refusal to be examined would be tantamount to 
acknowledgment of the existence of disease and 


afford prima facie evidence that a person is infected. 
I would not limit the suspect to any type, but to those 
reasonably suspected and believed to be suffering, 
for the clandestine, and, unfortunately, the married, 
are now regarded as disseminators of infection not 
less than the prostitute.” 


Dr. A. S. M. MACGREGOR read a paper on the 


Powers and Responsibilities of Local Authorities 
in the Venereal Diseases Campaign. 

He reviewed the powers conferred on local authorities 
in 1916 and the work done in Glasgow, where it had 
been found that the isolated ad hoc clinic was as 
successful as that conducted at a general hospital. 
For mothers and young children, however, it had 
been found essential to provide facilities for venereal 
disease treatment at antenatal and infant consultation 
centres. As schemes had been perfected, he said, 
the inherent weakness of the voluntary system had 
become apparent. and Glasgow was all in favour of 
compulsory notification. The number of patients 
who stopped attending a centre as soon as their 
symptoms had been alleviated was never less than 
@ quarter of the total, and a sense of futility very 
naturally arose in the minds of the medical and 
administrative officers of these clinics. The figures 
from the Glasgow city clinics showed that, while 
half the men ceased attendance before the end of their 
first course of treatment, only 10 per cent. of women 
defaulted. The appointment of a special nurse to 
‘** follow up ’’ women and children had been attended 
by some success, but was far from solving the problem. 
The principal causes of defaulting were indifference 
and carelessness, and in the great majority of cases 
a hint of the existence of power to enforce treat- 
ment would be sufficient. Local government in this 
country could now be trusted to use such powers 
judiciously and temperately. To the various objec- 
tions raised by the opponents of compulsion there 
could be no answer but a trial. Matters could not be 
allowed to remain as they were. As a basis for 
discussion Dr. MacGregor laid down suggestions 
which ensured the treatment of parents of infected 
children and secured the compulsion of defaulters, 
removing them to hospital, if necessary, on a 
magistrate’s order. 

Dr. T. FERGUSON (Darlington) read a paper on 

Congenital Syphilis as a Public Health Problem. 
He gave figures illustrating the grave problem 
presented by congenital syphilis, its mortality and 
morbidity, and the drain it inflicted on institutional 
accommodation. The importance of early systematic 
treatment, he said, was only equalled by the import- 
ance of continuing to a final cure. This might very 
often need five years of supervision. The ideal 
method of dealing with congenital syphilis was to 
prevent it by the adequate treatment of acquired 
syphilis. Failing that, the strongest weapon was 
early treatment of the expectant mother. Every 


antenatal examination should include a search for 
venereal disease, as a missed diagnosis at that stage 








might easily cost an infant. life. Routine coéperation 
between treatment centre and antenatal clinic was 
absolutely essential, and it was well for a syphilologist 
to attend the welfare centre. Another useful routine 
was the examination of blood from the umbilical 
cord at birth by the Wassermann test. Children 
reaching the venereal disease centre through the 
general medical practitioner, the hospital, and the 
school clinic generally arrived too late. The number 
of untreated syphilitics in the school population was 
alarming, and most of them had developed intractable 
lesions by the time they were seen. Collaboration 
between the V.D. officer and the school medical service 
was vital, and should be directed chiefly towards 
examining new entrants and children at nursery 
schools. In county boroughs the services of the 
venereal diseases officer were best made available 
by appointing him a part-time member of the school 
medical staff. The congenital syphilitic was as 
likely to deteriorate as the tuberculous child, and 
after-care could not be neglected. It was best given 
by the health visitor. A certain number of children 
needed in-treatment and an open-air régime for 
many months, and could be provided for in small 
annexes to existing sanatoriums. Syphilis when 
tackled early was an eminently curable disease. 

Dr. R. ForGan (Lanark) suggested as measures, 
short of compulsion: (1) compulsory notification of 
pregnancy; (2) universal compulsory certificate of 
health for marriage; (3) schemes for filling the most 
important gap between the infant welfare doctor 
and the school medical officer; (4) more thorough 
examination and treatment of prisoners; (5) more 
stringent control of mental defectives and moral 
imbeciles ; (6) careful watch over soldiers and sailors ; 
and (7) the legalisation of the sale of ad hoc dis- 
infectants. He wished, however, to lay chief stress 
on the tremendous power and responsibility of the 
general medical practitioners. Many of them were 
very inadequately trained in the modern treatment 
of venereal disease, and it was said that they would 
resist any attempt to put their patients under 
specialist care. The working man was often said to 
be misrepresented by his trade-union officials and 
to be a perfectly reasonable person in reality. It 
might be well to ask the practitioner himself what 
he thought about the matter, and not to take the 
unsupported word of the British Medical Association. 
He had sent out a questionaire to practitioners in 
Lanarkshire and had had 104 replies. Of these, 
five were satisfied with present arrangements, four 
were against compulsory treatment, four were in 
favour of compulsion but objected to sending their 
cases on to specialists, and 91 approved of a scheme 
of modified notification and compulsory treatment by 
a special panel of doctors. Of these 91, 52 did not 
wish to treat their patients for venereal disease and 
were quite willing to pass them on, and 39 expressed a 
wish to serve themselves on the special panel. He 
suggested that these figures might prove representative 
of the medical profession throughout the country. 

Miss ALISON NEILSON put the case for the non- 
compulsionist, maintaining that the experience of 
other countries showed that its results were no better 
than those of our present voluntary confidential 
scheme, which would be gravely prejudiced by the 
introduction of notification. 

Dr. F. Roprinson (Cambridge) spoke of the diffi- 
culties of the rural area, where the essential privacy 
in treatment was impossible unless the V.D. officer 
could visit the patients in their homes or attend at 
infant welfare centres. 

Dr. C. L. Park (Australia) and Mr. A. Moore 
(London) maintained that compulsory notification 
in the colonies had been a success, provided the cases 
were followed up.—Mrs. SOMERVILLE (Edinburgh) was 
also in favour of compulsory notification, and pleaded 
for the establishment of toddlers’ playrooms, open 
at least two hours a day. They were very cheap to 
run, and there the small children could be taught 
good habits and self-restraint, given air and exercise, 
and provided with medical examination, making 
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continuity between the infant care centre and the 
school. Edinburgh had ten of these playrooms. 

Dr. W. G. SAVAGE (Somerset) described the success- 
ful scheme tried in his district, whereby the school 
medical officers were trained in venereal disease and 
were able to take country clinics without bearing the 
stigma of ‘‘ V.D.”” He was in favour of compulsion 
provided it was kept entirely on public health grounds. 
On those terms the public would put up with a great 
deal, he thought. 

Mrs. NEVILLE RoOLFeE did not think this country 
had yet reached the time when a compulsory system 
could be instituted without rousing a storm of protest. 
Such a psychological reaction would completely 
vitiate the good that might be done and destroy all 
the atmosphere of confidence which had been so 
patiently built up. 





LONDON MEDICAL EXHIBITION. 


(Concluded from p. 786.) 


LAST week we gave a brief summary of many of 
the drugs and pharmaceutical preparations shown at 
the Londgn Medical Exhibition, which was held from 
Oct. 3rd to 7th. Below will be found notes of other 
important exhibits. 


SURGICAL INSTRUMENTS. 

ALLEN AND HANBURYsS, LtrD. (37, Lombard-street, 
London), had a large display of surgical instruments 
mostly in stainless steel. Particular attention was 
drawn to the St. Bartholomew’s Hospital pattern 
operation table with a new patent skull support, 
and to an antrum illuminator, an instrument for the 
injection method in the treatment of hemorrhoids, 
and gynecological and obstetrical instruments. Of 
interest also was the ‘ Metalix’’ Hot Cathode 
X ray tubes shown by this firm, the general con- 
struction of which embodies a covering of lead in 


order to protect the operator.—Down Bros., Lrp. 


(21 and 23, St. Thomas’s-street, London), showed 
many forms of surgical instruments and appliances. 
—One of the features of the stall of MAYER AND 
PHELPs (Chiron House, 59-61, New Cavendish-street, 
London) was the Chiron Chloroform Inhaler which 
eliminates the possibility of pumping out liquid 
chloroform either by wrongful attachment of bellows 
or by overfilling, while there are no valves to get out 
of order. Instruments and apparatus in stainless 
steel for general and regional surgery were displayed, 
as well as aseptic hospital furniture.—SuRGICAL 
MANUFACTURING Co., Lrp. (83-85, Mortimer-street, 
London), exhibited instruments of all kinds for 
surgical use.—HOLBORN SURGICAL INSTRUMENT CoO., 
Lrp. (26, Thavies Inn, Holborn Circus, London), 
presented an attractive display of surgical instru- 
ments and called particular attention to French's 
Blood Aspiration Set and Needle, Blair Bell’s Vulva 
Retractor, and MHarrison’s Urethroscope. May’s 
Electric Ophthalmoscope was also shown.—MEDICAL 
SUPPLY ASSOCIATION, LTD. (167-185, Gray’s Inn-road, 
London), had a large exhibit of ultra-violet radiation 
apparatus, X ray apparatus, and surgical instruments 
and hospital furniture.—BRITISH HANOVIA QUARTZ 
Lamp Co., Lrp. (Slough, Bucks), showed several 
models of their well-known lamps for ultra-violet 
therapy which can be supplied for either direct or 
alternating current, as well as the Jesionek Quartz 
Lamp for the irradiation of several patients at the 
same time, and the Hanovia Sollux Lamps for 
hyperemia therapy.—I. CALVETE, Lrp. (11, Little 
St. Andrew-street, Charing Cross-road, London), 
exhibited electro-medical apparatus, including the 
Solart ultra-violet carbon-arc lamp, the Icalite infra- 
red ray therapy lamp, and the Everay high-frequency 
generators. Diathermy, ionic, galvanic, and faradic 
apparatus were also shown.—ELECTRICAL EQquip- 
MENT AND CARBON Co., Lp. (Bank Buildings, 109-111, 
New Oxford-street, London), showed many forms of 
Siemen’s carbons for therapeutical purposes. Some 


20 different brands of these carbons were exhibited 
including those cored with tungsten, thorium, or 
iron, particular attention being drawn to the absence 
of sputtering in the working of the latter. Much 
interest was manifested in the demonstrations showing 
the spectrum of the arc by means of a Beck spectro- 
scope, a new model 10-amp. Westminster arc lamp 
being used.—BRUCE, GREEN AND Co., Lrp. (14-18, 
Bloomsbury-street, London), makers of medical and 
electrical appliances and ophthalmic instruments for 
ophthalmic work, made a special feature of their 
combination set for the examination of eye or nose 
and throat with detachable sterilisable tray, and 
demonstrated an attachment by which any type of 
vaginal speculum may be illuminated. This little 
apparatus is easily detachable for sterilisation. 

R. H. Dent (309, Oxford-street, London) showed 
** Ardente ”’ Aids for the deaf. many of them being of 
ingenious design, unobtrusive in appearance, and 
possessing excellent tonal qualities. A special feature 
of this stand was the stethoscope for deaf prac- 
titioners which the firm state is the only one made.— 
GENERAL Acoustics, LTp. (Acousticon House, 77, 
Wigmore-street, London), among a large number of 
appliances for the deaf, showed the * Shellacon’ 
microphone which can be worn under the clothing and 
so be out of sight ; a miniature ear-piece and a midget 
battery, the total weight being only a few ounces, 
completes a very useful appliance. A large and more 
powerful ear-piece is made for use in theatres and 
public halls —W. H. PErriror (11, Victoria-street, 
London) presented a wide range of electrical aids for 
the deaf, and Acoustic SuppLy Co., Lrp. (8-4, Eden- 
street, London), also showed appliances for the deaf. 

H. E. CURTIS AND Sons, Lrp. (7, Mandeville-place, 
London), manufacturers and designers of abdominal 
belts, trusses, and elastic hosiery, showed their 
abdominal support for the treatment of ptosis, the 
protection of abdominal scar tissue during consolida- 
tion, for mobile or displaced kidney, and for varying 
forms of umbilical and ventral hernia as well as a 
colostomy support and improved trusses of various 
kinds.—-DoMEN BeELTs Co., Lrp. (456, Strand, 
London), also showed many forms of belts designed 
on physiological and anatomical lines. including belts 
for pregnancy, accouchement and general support, 
gastroptosis, umbilical hernia, and floating kidney. 

INHALING DRUG AND Apparatus Co., Lrp. (30. 
Grosvenor-place, London), made a special feature of 
the Apneu Spiess-Drager Drug Nebulising an‘ 
Inhaling Apparatus, the diameter of the vapour 
particles measuring approximately from 5 to 10 uw. By 
the use of the apparatus aqueous or oil vapour may 
be inhaled separately and their flow and density cain 
be regulated with great precision.—G. H. ZEAl. 
Lyrp. (75-77, St. John-street. Clerkenwell, London). 
showed many forms of useful clinical thermometer: . 
and SHORT AND Mason, Lrp. (Macdonald-road. 
Walthamstow, London), showed sphygmomanometers. 
clinical thermometers, recording thermometers, and 
the Tycos Barograph, which records the most minute 
changes of - atmospheric pressure.—KoOpDAK, LTD. 
(Kingsway, London), showed an interesting display 
of X ray materials and accessories, including Dupli- 
Tized X ray film, developing tanks, intensifying 
screens, and the Kodak X ray reduction camera. 
Dental X ray negative specimens illustrating the 
‘‘ Bite Wing” system for early detection of inter- 
proximal cavities and negatives were exhibited, a 
well as an X ray angle tilting board designed t 
provide cassette support at a definite angle for 
simplifying the positioning in extra oral radiography 
of the lower jaw, and to facilitate correct and uniform 
delineation of the frontal sinus and mastoids without 
tilting the tube. 


Foop AND MILK PRODUCTs. 

Milk and milk products were admirably displayed 
by GLAxo (56, Osnaburgh-street, London), who also 
showed Ostelin, a physiologically tested preparation 
of the essential vitamin of cod-liver oil—vitamin D. 





Ostelin in glycerine, Ostelin with malt extract and 
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orange-juice, and Ostelin tablets as well as Ostelin 
cream containing Ostelin equivalent to 50 per cent. 
cod-liver oil were also shown.—WEST SURREY CENTRAL 
Datry Co. (Cow and Gate House, Guildford, Surrey), 
the manufacturers of Cow and Gate Milk Food, 
demonstrated the therapeutic value of Brestol, a 
humanised cream which contains the growth- 
promoting and antirachitic vitamin (cod-liver oil 
source) and the antiscarbutic vitamin (orange-juice 
source). Lacidac, a lactic acid milk powder, was 
another exhibit of this firm which drew much favour- 
able comment.—TRvuFoopD, Lrp. (Lever House, Black- 
friars, London), who specialise in the manufacture of 
pure milk products, showed their Trufood Full Cream 
for use from 9 months onwards, for nursing and 
expectant mothers and for invalids, and Secway, 
a pure, sweet whey powder.—HorR.Lick’s MALTED 
MILK Co., Lrp. (Slough, Bucks), exhibited a full- 
cream milk combined and modified with soluble 
extracts of malted barley with a high vitamin 
content. A teat specially designed to use with the 
28. size of a malted milk bottle, thus converting it 
into a feeder, attracted much attention.—MEAD’s 
INFANT DIET MATERIALS (Brooks and Warburton, 
40-42, Lexington-street, London). Recolac, a recon- 
structed milk food for infants; Casec, a corrective 
diet for green fermentative diarrhceas, wind and colic, 
and cceliac disease; Dextri-Maltose, for modifying 
cow’s milk for infants as well as a modified lactic 
acid milk in dried form, and a standardised cod- 
liver oil—THE MALTINE MANUFACTURING Co., LTD. 
(23, Longford-street, London), showed their products, 
including Malto-Yerbine, containing the active 
principle of Yerba Santa (Eriodictyon californicum) 
for the treatment of bronchial conditions.—Bovrit, 
Lrp. (148-166, Old-street, London), displayed the 
well-known preparations which can be used in com- 
bination with milk and with cod-liver oil.—VrIraLia, 
Lrp. (174, Boniface-street, Westminster Bridge-road, 
London), showed their meat juice prepared by a cold 
process, thus retaining the natural vitamins and 
organic salts. This preparation contains 8 per cent. 
of hemoglobin and is a rapidly acting tonic where 
indicated.—Oxo, Lip. (Thames House, Queen-street- 
place, London), presented their meat juice, an invalid 
preparation which is produced by a special process 
which preserves the soluble proteids of the juice in 
their natural uncoagulated condition, thus providing 
a nourishing and strengthening food of high tonic 
quality, especially suitable when the appetite is 
feeble and solid foods cannot be assimilated. Included 
among the Oxo products were their well-known 
Hospital Oxo, Lemco, Beef Essence, and _ the 
‘** Oxoid ” Endocrine Preparations for use in glandular 
therapy.—VIRoL, Lrp. (Hanger-lane, Ealing, London), 
showed Virol, a scientifically prepared food to meet 
the requirements of the growing age, together with 
Virol and Milk and Virolax, an emulsion of pure 
liquid paraffin.—VirmaR, Lrp. (Callard’s Vitamin 
Foods) (Southfields, London), called attention to 
their tonic food and to Cibrons, colloidal agar-agar 
with fruit juice for the treatment of constipation 
without drugs or paraffin——ETAN LIQUEFIED Foop 
(Agents: Dehez, Surbiton, Surrey, and Monument 
Buildings, London) showed their product consisting 
of the hydrolysates of animal albumins which is 
indicated in gastric disturbances, all forms of mal- 
nutrition, and in convalescence. The liquid is put 
up in bottles and is agreeable to the palate.—BRAND 
AND Co., Lip. (Mayfair Works, Vauxhall, London), 
exhibited Essences of Beef and Chicken, Meat Juice 
and Iron Tonic Food, as well as Liquid Peptone.— 
BATTLE CREEK Foop Co., of which Coates and Cooper 
are the agents, demonstrated its system of biologic 
feeding. and exhibited Lacto Dextrin for changing the 
intestinal flora, Laxa, a laxative biscuit composed of 
agar-agar and cooked bran, Paramels, mineral oil 
in caramel form, and Food-Ferrin, a new iron food.— 
CADBURY Bros. (Bournville, Birmingham) showed 
their cocoa and chocolate.—J. E. AUSTIN AND Co., 
Lip. (St. James’s Works, Cromwell-road, Kingston- 
on-Thames), showed sugarless jams and marmalade 











suitable for diabetes; the varieties include apricot, 
raspberry, green plum, red plum, and marmalade. 
MISCELLANEOUS. 

THE DENVER CHEMICAL MANUFACTURING Co, 
(London, E.) demonstrated their well-known Anti- 
phlogistine, a hydroscopic antiseptic poultice for 
inflammatory and congestive conditions.—PASTILLES, 
Lrp. (124, High-street, Shoreditch, London), showed 
the Lakerol Brand Bronchial Pastilles and other 
pastilles in great variety.—THE PINEOLEUM Co., 
INCORPORATED (Distributing Agents: Brooks and 
Warburton, 40-42, Lexington-street, London), 
exhibited this now well-known inhalant.—KoLynNos, 
INCORPORATED (Chenies-street, London), showed their 
dental cream with a non-gritty content and antiseptic 
composition, Kolynos dental powder for artificial 
dentures, and Kolynos skin soap for toilet and 
nursery purposes.—KEEN, ROBINSON AND Co., Ltn. 
(incorporated with J. and J. Colman, Ltd., London 
and Norwich), exhibited, in addition to many other 
preparations, Almata, a complete food for infants, 
invalids, and expectant and nursing mothers, put up in 
an ingenious air-tight tin which is opened by a special 
cutter contained in the lid. The lid also forms an 
air-tight covering after the tin is opened. The bath 
mustard made by this firm is now put up*in a new 
packing, each packet containing sufficient to charge a 
full-sized bath. 

JAEGER Co., Lrp. (95, Milton-street, London), dis- 
played a wide selection of pure wool underwear and 
outwear, rugs and footwear, as well as camel hair 
blankets. The advantages claimed for the wool clothing 
supplied by this firm is that it is a slow conductor, 
porous, and absorbent to moderate moisture.— 
SCHOLL MANUFACTURING Co. (Granville-square, 
London) had an interesting display of useful appliances 
for foot troubles.—Gas Ligut AND COKE Co. 
(Horseferry-road, Westminster), in addition to 
demonstrating the advantages of gas-fires, showed 
how the contents of the dust-bin can be hygienically 
dealt with by means of a gas incinerator, the resulting 
ash forming a valuable fertiliser for the garden.— 
MEDICAL SICKNESS, ANNUITY AND LIFE ASSURANCE 
Soctety, Lrp. (300, High Holborn, London), which is 
a mutual society of medical and dental practitioners, 
managed by members of the medical profession for 
the benefit of that profession, had attractive sickness 
and accident insurance and life assurance policies 
to explain to those interested, and set out the 
advantages of becoming a member of ‘‘ Your Own 
Profession’s Society.”’ 

Spas AND WATERS. 

Attractive displays were made by English spas— 
pictures, books, and pamphlets making vivid to the 
imagination the various treatments which these 
watering places afford and the places of interest in 
their vicinity. BATH emphasised the special treat- 
ments which are obtainable at this centre and called 
attention to the extensive new accommodation which 
has just been provided for the Plombiéres system of 
intestinal douching. The rebuilt Old Royal Baths 
were opened last month.—The Buxton exhibit 
emphasised the advantages of its radio-active thermal 
waters, its peat baths, and electric treatment as well 
as its drinking cure from the spring which arises at 
St. Ann’s Well where the water is drunk. This 
water can be obtained in bottles and siphons and 
makes a pleasant table water.—DRoITwicH made 
prominent the analysis of its spring water which 
provides ‘‘a constant quantity of brine as clear as 
crystal,” and ‘‘ Wychia,’”’ a saline aperient and 
laxative water of which natural brine forms the basis. 
—The feature of the HARROGATE Spa is the system 
of training the staff at the bathing establishments who 
must pass an examination after two years’ course 
of lectures and do 18 months’ practical work before 
gaining the diplomas which all must hold. The 
waters are under the constant supervision of a 
permanent scientific officer.—It is announced that a 
complete geological survey of this spa is to be under- 
taken by Prof. Albert Gillagan, of Leeds University. 
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—ToRQUAY, with its special treatments of hot sea 
water and seaweed baths, Dartmoor peat baths, and 
packs will shortly possess a magnificent sun lounge 
which will embody a vitaglass structure, 90 feet by 
15 feet, fitted with the latest ultra-violet radiation 
apparatus. Its estimated cost is £3000.—INGRAM 
AND RoyLe, Lrp. (Bangor Wharf, 45, Belvedere- 
road, London), who are importers and exporters of 
natural mineral waters, salts, and pastilles, presented 
a wide selection of waters, including those from three 
Vichy springs, and Evian-Cachat, Carlsbad, and 
Hunyadi Janos. 
MEDICAL PUBLISHERS. 

The following medical publishers showed a large 
assortment of books: ADLARD AND Son, Lrp. 
(21, Hart-street, Bloomsbury-square, London, and 
Bartholomew Press, Dorking); WuittIAM HEINE- 
MANN (MEDICAL Books), Lrp. (20, Bedford-street, 
London)—this firm also showed specimen tubes of 
vaccine lymph; BAILLIERE, TINDALL AND Cox 
(7-8, Henrietta-street, London) who are agents for 
the Williams and Wilkins Co., cf Baltimore; and 
H. K. Lewis anp Co., Lrp. (136 and 140, Gower- 
street, London), many inquiries being made regarding 
the medical and scientific circulating library of this 
latter firm. 

A similar medical exhibition will be held in the 
Drill Hall, Burlington-street, Manchester, from 
Tuesday, Oct. 25th, to Friday, Oct. 28th, particulars 
of which can be obtained from the British and Colonial 
Druggist, Ltd., 194-200, Bishopsgate-street, E.C. 2. 


THE MOTOR SHOW. 


OLtyMPIA, Oct. 16TH—22ND. 





THE twenty-first annual motor show opened on 
Thursday, Oct. 13th, at Olympia. Three features 
distinguish the exhibition this year—incredibly 
low prices, the perfection of the covered bodies on the 
cheap cars, and the great increase in the number of 
small * sixes.’’ The first is the result of ever-growing 
competition. The second is due to the development 
of the fabric saloon, a form of construction which 
originated in the aircraft industry. The body consists 
of a light frame of laminated wood, sometimes braced 
diagonally with wires, with a skin of leather or 
American cloth stretched over it. The frame is attached 
to the chassis on rubber buffers, and in some makes 
the seats are mounted separately and not connected 
with the body in any way. The result is that the 
body “ gives’’ to the movements of the car and, 
since it has no weight to support, lasts a long time 
and is free from rattle. Its extreme lightness means 
a better performance and economy in running costs. 
Nevertheless, some buyers will always prefer metal 
panels, and the Morris, Citroén, and Austin cars show 
how good low-priced rigid bodies can be. 
Cheaper Cars. 

This year a dozen makers are showing saloon cars 
priced at under £200; two years ago there was only 
one. For those who do not want a permanent cover 
the same cars are available with two or four-seater 
bodies for correspondingly smaller sums. The 
Austin Seven is now down to £135, the Singer Junior 
two-seater to £140, the cheapest Morris and Clyno 
two-seaters to £152 10s. each, and the Jowett to £134. 
The Trojan can now be bought with a full saloon body 
for £170; the simplest model of this admirable 
car costs £125 only. Of last vear’s £100 cars only one 
has survived, the French three-cylinder air-cooled 
Lafitte. There are some very interesting newcomers 
under £200. The Standard Company are making 
another “ Nine,”’ the four-seater model of which is priced 
at £190. The Triumph Super-Seven tourer at £149 10s. 
and fabric saloon at £187 10s. will be a serious rival 
to the hitherto unique ‘* Baby ” Austin, if it is as good 
as every other Triumph model has been. An entirely 


new 9 h.p. Clyno is being shown at £145, with a four- 
seater fabric saloon at £160, and the other Clyno cars 





now have larger and differently shaped radiators and 
are improved in many ways. 
Small *‘Sixes.”’ 

The doctor who goes to Olympia in search of a car 
of about £15 annual tax will find a range of choice 
fully ten times as wide and much more attractive than 
he would have found two years ago. The rise of this 
class has been phenomenal, and whereas in 1925 
there was hardly a six-cylinder car of this size to be 
seen, now the “‘sixes’’ actually outnumber the ‘‘fours.”’ 
He should be sure to see, for example, the Lea-Francis 
Six, costing, with the open five-seater body, £425 ; 
and the new Alvis Six at £595. Of the moderate 
priced American cars the most attractive are the 
Erskine (£17 tax) £325 saloon; the Essex Super-six 
(£18 tax) £245 saloon ; and the Chrysler 21/60 at £385 
for the saloon. The new Vauxhall 20/60 six-cylinder 
at £475 with a touring body, and the Armstrong- 
Siddeley 15 h.p. Six at the startling price of £400 
with a fabric saloon are, however, splendid answers 
to the American challenge. The smallest of the 
**sixes”’ is the new Renault ‘‘ Monasix,’’ the tax on 
which is £13. With a four-seater body it costs only 
£279, and is the first low-priced *‘ six’’ of this size on the 
market. 

Among the most interesting newcomers to the 
largest class is the 30 h.p. 12-cylinder Daimler, a 
smaller edition of the 50 h.p. model which attracted 
so much attention last year; its chassis price is £1530. 
Bentley’s are showing a 44 litre four-cylinder car 
which costs £1295 with a touring body. German 
firms are exhibiting for the first time since the war, 
and the supercharged Mercédés 24/100 and 33/140 
are fine specimens of the very fast and yet flexible 
touring cars at which these makers excel. Sunbeams 
are making two “ straight eights,’ the chassis price of 
which is £1175 and £1375 respectively. Incidentally, 
the *‘ straight eight ’’ is not confined to the very expen- 
sive class, and examples of moderately priced cars with 
this type of engine are the 18 h.p. Beverley-Barnes 
(£675) saloon, the 17.8 h.p. Bugatti (£760) saloon, and 
the 21/60 Wolseley (£750) saloon. 


The Final Choice. 


Cars without four-wheel braking are now the 
exception rather than the rule, and semi-balloon 
tyres and shock absorbers are fitted even on the 


cheapest. Moreover, so reliable have engines become, 
and so well made is the coach-work, that the odds 
are two to one on the result of a blindfold choice being 
satisfactory. Nevertheless, the buyer should remember 
how important are small details. He cannot be certain 
that he is buying a car that will really content him 
unless he takes it out for a good trial run and satisfies 
himself that the springing is good over bad surfaces, 
that the mechanical noise is tolerable, that the 
controls, seats, and instruments are comfortably 
placed, that the doors are easy to open and pass 
through, and that the bodywork, especially on closed 
cars, does not rattle or admit weather or exhaust 
gas. How many buyers ask for a trial run at night 
to test the lighting apparatus ? Yet for a doctor this 
is one of the most important parts of the car. 

Finally, the visitor should remember that the best 
guide for a busy man is the special Show Number 
of one of the motor journals, such as the Autocar. 


RECONSTRUCTION AT EDMONTON.—Proposals have 
been made for the reconstruction of the North Middlesex 
Hospital at a cost of £200,000, 


SALARY OF CORONERS.—It was reported at a 
recent meeting of the Leeds Corporation Finance Committee 
that the Home Secretary had fixed the salary of the Leeds 
coroner at £1500 a year. The coroner had made application 
for a fixed salary of £1880 under the provisions of the Act 
of 1926. The Finance Committee had recommended that 
the salary should be £1350, and the matter had been referred 
to the Home Secretary, who, under the provisions of the 
Act, is empowered to fix the salary in cases where agreement 
cannot be reached locally. 
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IRELAND. 
(FROM OUR OWN CORRESPONDENT.) 


Relief of the Poor in the Free State. 

In March, 1925, the Minister for Local Government 
and Public Health appointed a Commission to inquire 
into the laws and administration relating to the relief 
of the sick and destitute poor, and this Commission, 
of which Dr. T. Hennessy, T.D., was the only medical 
member, has now issued its report, which fills a 
bulky volume (Eason and Son, Dublin, 2s. 6d.). In 
the terms of reference particular attention is directed 
towards the adequacy of schemes formulated under 
the Local Government (Temporary Provisions) Act, 
1923; the existing laws and practice as regards home 
assistance ; the law and administration affecting the 
relief of widows and their children, children without 
parents, unmarried mothers and their children, and 
deserted children ; the provision in public institutions 
for mentally defective persons; the area of chargeability 
on local rates of the destitute poor. There was no 
special reference in the terms to any matters directly 
concerning health, and the Commission appears to 
have interpreted its functions widely in giving as much 
attention as it has to the condition of the Poor-law 
hospitals and to the Poor-law medical service. At 
the same time it has exercised some caution in not 
trespassing too far on the ground covered by the 
Committee of Inquiry on National Health Insurance 
and the Medical Services, which submitted its final 
report a few months ago. The Commission in the 
course of its investigations has covered a great deal 
of ground, and has perhaps attempted too much. 
It has interpreted its instruction to study the working 
of the scheme adopted in pursuance of the Act of 1923 
as a direction to consider in detail the schemes actually 
at work in the 26 counties. It is clear that such a 
survey is bound to be superficial, and the detailed 
advice founded on it will be of little use. The Com- 
mission could have occupied its time better by devoting 
itself to more general considerations than by going 
over the ground ordinarily covered by the reports of 
the inspectors of the Department of Local Government 
and Public Health. 

The report begins with a brief historical statement 
of the Poor-laws in Ireland, and more particularly of 
the changes that have taken place in the Irish Free 
State since its establishment, and an attempt is made 
to assess the success or failure of these recent changes. 
It is suggested that the closing of the workhouses and 
the removal of restrictions or the granting of home 
assistance (outdoor relief) has in some _ counties 
operated prejudicially to the interests of the poor, 
while the saving in cost has been negligible. In the 
summary given in the report it is stated :— 

‘‘In the county homes we found the following classes, 
whether the schemes contemplated their admission or not — 
viz., aged and infirm of both sexes; lunatics, idiots, and 
imbeciles of both sexes; unmarried mothers and their 
children, in some cases married mothers and their children, 
and orphan and deserted children. In a number of the 
homes there were cases of advanced tubercular diseases and 
also cases of cancer. The county homes are not fit and 
proper places for the reception of the various classes we 
have found in them, and therefore, in so far as the schemes, 
either through omission to make provision for or through 
actual commission in bringing together these classes, have 
conduced to that state of affairs, they must on that ground, 
if on no other, be deemed inadequate and unsatisfactory. 
The classes that should not be retained in the county homes 
and for which other provisions will, therefore, have to be 
made are as follows: Unmarried mothers, married mothers, 
children, and mental defectives. Reserved even for the 
aged and infirm poor and chronic invalids, the county homes, 
with one or two exceptions, require much structural alteration 
and improvement before they can be considered as coming 
up to the standard of comfort required.” 


In regard to the county hospitals it is stated that— 
“In some counties the institutional accommodation 


provided for the sick falls far short of what the county 
scheme contemplates. The centres chosen for the county 





hospitals are, as a rule, suitable, but the hospitals themselves 
are not, in some instances, up to a reasonable standard, nor 
is the accommodation sufficient, while in others the develop- 
ment is taking place on lines that are not consistent with the 
general policy of complete severance from ordinary poor 
relief. The county hospital should be an institution under 
one control in which both medical and surgical cases are 
treated.”’ 

The retention of tuberculous cases in the county 
homes is condemned, and boards should be required 
to make arrangements for their institutional care in 
neighbouring counties where this is desirable. 

The Commission is in favour of a scheme of mothers’ 
pensions, payable by the State. 

In regard to the dispensaries of the Poor-law 
Medical Service the criticism is made that the accom- 
modation and equipment provided in some of them is 
unsuitable and the standard of cleanliness often very 
low. The tone of some of the references to the work 
of the dispensary medical officers appears to show an 
unexpected hostility, and criticisms are made for 
which no evidence beyond mere suspicion is forth- 
coming. For example, we find, without any reference 
to evidence, the statement :— 

** We are aware that there exists among many of the small 
landholders of the west, some of whom on even a very 
restricted definition of poor person would be entitled to 
free medical attendance, a belief that they would not get 
proper attendance on a ticket, and this no doubt operated 
against the full use being made of the dispensary service, 
as they endeavour, no matter how small their resources, to 
scrape together a fee for the doctor.”’ 


Again, without any reference to any suggestion 
from witnesses that medical officers are habitually or 
frequently lax in their duties, it is said: ‘* The poor 
as a whole are very slow to make complaints; but 
because no complaints are made it does not follow 
that there are no grounds for complaint.”’ It is surely 
going beyond the function of a Commission, in the 
absence of evidence, to evolve from their own minds 
the existence of abuses, in order to suggest remedies. 
It is no matter for wonder that Dr. Hennessy has 
thought it necessary, in a note appended to the report, 
to express his dissent from the paragraphs dealing with 
the dispensary service. 

In discussing problems connected with unmarried 
mothers the Commission recommends that the age 
of consent should be raised to 18 if not to 19 years ; 
that the law in regard to sexual offences should operate 
evenly against both sexes; and that all private 
maternity homes should be licensed annually. 

The most important reform advised by the Com- 
mission is in regard to local administration. The 
report states :— 

“While recognising that it is possible for a board of 
health under a capable and business-like chairman and with 
the help of committees to work the administrative machine 
efficiently, we are inclined to the view that in actual practice 
the Boards are not able to exercise the supervision which 
their institutions, officers, and services require. We are 
unable to formulate any plan which, by merely altering the 
constitution or methods of procedure of the Board, would be 
calculated to lead to more efficient administration. 

“The alternative we recommend is the abolition of the 
Board of Health and the assumption by the County Council 
itself of the control of poor relief working through a paid 
official whom they would place in entire charge of the 
Poor-law services of the county in the same manner as the 
general manager of a company under the control of a board 
of directors.”’ 

Under this scheme the Commission believes it would 
be possible and desirable for the Central Authority 
to allow the county councils a very much freer hand 
than is allowed to the Board of Health. 


Trish Free State Medical Council. 
The following have been nominated to act on the 
Medical Registration Council of the Irish Free State 
under the Medical Practitioners Act, 1927 :— 


By the Executive Council: Dr. H. F. Moore and Dr. 
J. N. Meenan. 
By the Royal College of Surgeons: Sir Arthur Chance. 
By the Royal College of Physicians: Dr. T. G. Moorhead. 


By the Apothecaries Hall: Dr. E. Magennis. 





1 See THE LANCET, July 23rd, D. 198. 


By the Trinity College, Dublin: Prof. A. F. Dixon. 
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By the University College, Dublin: Dr. D. J. Coffey. 

By the Medical Practitioners of the Freé State: Mr. 
Maurice Hayes and Dr. R. J. Rowlette. 

The Council is to consist of 11 members, who will hold 
office for five years. The University Colleges of Cork and 
Galway have not yet nominated their representatives. 

It will be noticed that there is a considerable over- 
lappi as regards personnel between the Irish 
Council and the General Council, the following being 
members of both bodies: Sir Arthur Chance, Dr. 
Magennis, Prof. Dixon, and Dr. Coffey. 


Royal College of Physicians of Ireland. 

Dr. W. A. Winter was, on Oct. 7th, selected as 
candidate for the Presidency of the College, subject 
to election on St. Luke’s Day. Dr. Winter is a 
graduate of Dublin University, and has been a Fellow 
of the College since 1901. He has served as examiner 
on several occasions, and has been censor and vice- 
president of the College. He is one of the physicians 
to Dr. Steevens’ Hospital. 





PARIS. 


(FROM OUR OWN CORRESPONDENT.) 


The Duodenal Tube. 

Dr. Pasteur Vallery-Radot and Dr. Blamoutier 
have studied in 22 cases of typical migraine the effect 
of treatment by the duodenal tube with drainage of 
the gall-bladder by means of 33 per cent. magnesium 
sulphate, according to the Melzer-Lyon technique. 
In seven of these cases the results were excellent. 
The usual practice was to pass the tube once a week 
for six or seven weeks, and some of the patients had 
no further attacks after the end of such a course. 
In other cases the migraine continued for a time but 
yielded to further treatment at regular or irregular 
intervals. The method, they say, should be tried for 

tients who have frequent and copious vomiting, and 
or those who have tenderness over the gall-bladder 
on palpation; for it seems beyond question that 
migraine sometimes has its origin in biliary stasis. 
and in such cases regular drainage of bile into the 
intestine is a rational procedure. 


The Enlarged Prostate. 

Treatment of enlarged prostate by X rays cannot 
take the place of surgical intervention and finds its 
proper role as an auxiliary. Nevertheless, as Guilbert 
points out in the Concours Médical, it is of consider- 
able efficacy and sometimes makes it possible to 
defer operation for long periods or even permanently. 
It is, he says, harmless, and may usefully be employed 
where patients are old and feeble. No form of treat- 
ment is satisfactory if it leaves the patient unable to 
profit by other measures in case of failure, and 
Guilbert advises that where operation may have to 
be done later the dosage and the period of irradiation 
should be strictly limited. Of 60 cases that he 
treated with X rays, four were subsequently operated 
on. Before irradiation is begun, it is essential to 
make sure that the wall of the bladder is intact and 
to get rid of sepsis by lavage and vaccines, as X rays 
generally provoke a sharp bout of cystitis if the 
bladder is infected. When the organ is already 
irritable it is well to be cautious in starting the 
treatment and the sessions should be at longish 
intervals. 

Congress of Public Health. 

The next annual international congress of hygiene 
will coincide this year with the 50 years’ celebration 
of the foundation of the Société de Médecine Publique 
and will be held at Paris from Oct. 25th to 28th. 
The subjects of discussion are the relation of social 
insurance to the public health, the factors causing a 
world recrudescence of small-pox and the means of 
controlling them, and the hygiene of training camps. 
The chief contributions announced will be those of 
Prof. Madsen, President of the Health Committee of 
the League of Nations; Mr. G. H. F. Nuttall, F.R.S., 





orev of parasitology in the University of Cam- 
ridge; and Prof. Ottolenghi, of Bologna University. 
There will be an exhibition of hygiene (strictly 
technical) at the Pasteur Institute. Further informa- 
tion may be had from Dr. Dujarric de la Riviére, at 
the Institute, 26, rue Dutot, Paris. 


: Buerger’s Disease. 

Is thrombo-angiitis obliterans a separate disease ? 
According to Buerger it is special, and even exclusive, 
to the Jews, being found in young subjects, chiefly 
males. Although unrelated to syphilis, it originates, 
in his view, in an infection which sets up thrombosis 
and afterwards a secondary sclerosis in the vessels. 
The personal observations of Guillaume, recently 
reported to the Société Médicale des Hépitaux, 
suggest that Buerger’s disease is not a clinical entity 
at all but a juvenile form of obliterative arteritis. 
The supposed anatomical, etiological, and clinical 
characteristics do not appear, he says, with absolute 
regularity. 

During the recent visit of the American Legion to 
Paris the emergency medical service organised by the 
French and American Red Cross cared for some 200 cases 
of minor injuries, colds, fatigue, and exhaustion, and 
referred several graver cases to suitable hosp‘tals. 


The Lyons Court of Appeal has decided that 
surgeons are not responsible for faults committed 
by midwives working under their direction. 

The death is announced of Dr. L. C. A. Prenaut, 
professor of histology in the University of Paris, and 
one of the best-known histologists in France. He was 
born at Lyons in 1861. 





BERLIN. 


(FROM OUR OWN CORRESPONDENT.) 


The Law against Venereal Disease. 

THE new legislation described some time ago in 
THE LANCET! has now come into force, and the 
authorities are engaged in putting its provisions into 
practice. As there is no precedent for the system it 
is difficult to predict how it will work and what will 
be the results. Since Oct. Ist the work of the police 
in registering and examining prostitutes has ceased 
and the task of prevention and cure is now entrusted 
to special municipal officers. Local authorities have 
to set up boards of which a specialist in venereal 
diseases will be a member; the duty of these boards 
will be to require certificates of the state of health of 
all persons—male or female—who are suspected of 
suffering from and spreading venereal disease, and 
they will have to order a compulsory examination of 
any such person who does not voluntarily produce the 
certificate demanded. They also have to provide for 
the attendance of the patients and if necessary for 
their isolation in hospital, and to receive information 
concerning infections and notifications from medical 
men if patients discontinue treatment before they are 
cured. In a circular letter to the local authorities the 
Minister of Public Health insists that much tact 
should be used to avoid annoyance of the public. 
For instance, letters to patients must be sent in an 
envelope without the address of the sender, so that 
other people cannot ascertain that the letter comes 
from the health authority. In Berlin the work was 
inaugurated at a meeting in the town hall, where 
speeches were delivered by the directors of the 
Government Health Office and of the Municipal 
Health Office, and by representatives of the medical 
profession and of the sick-clubs. The Municipal Health 
Office will arrange public lectures at 50 different places 
in Berlin where medical men will invite the public 
to take part in the campaign against venereal disease. 


Overcrowding of the Profession. 
. The Association of Medical Practitioners (the 
Arzte-Vereinsbund) and the affiliated medical union, 
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the Hartmann-Bund, held their annual meeting in 
Wiirzburg recently, when the first discussion was 
devoted to the present position of the younger members 
of the medical profession. By a Government order 
underthe Emergency Act of 1923, medical men are not 
admitted to club practice until three years after they 
have qualified, and the result is that about 2000 of them 
have hardly any work. The regulation was made as 
a result of overcrowding in the profession, and in order 
to limit the number of entrants several speakers 
advocated that the period of medical study should be 
lengthened and that examinations should be made 
more severe. Against this it was argued that the 
extension of medical study would make it more 
expensive and thus create a danger of its becoming the 
monopoly of the well-to-do. Some delegates considered 
that a central medical register should be kept from 
which younger medical men should be selected and 
distributed over the country to places where there is 
need for medical aid. At present only about 1200 
medical men are admitted to club practice annually, 
whilst about 2000 leave their assistantships in the 
hope of being able to establish a practice. The 
Association almost unanimously adopted a motion 
that the three years’ waiting period should be 
abolished. The relation between the boards of social 
aid and the medical practitioners was then discussed 
and a motion adopted that the medical officers 
of these boards should abstain from interfering with 
private practice. 


Compulsory Inoculation against Diphtheria. 


At a meeting of the German Society for School 
Hygiene lately held in Saarbriicken Prof. Klotz, of 
Lubeck, advocated compulsory inoculation against 
diphtheria in the first year of life. Vaccination against 
small-pox, he suggested, should not be performed, as 
hitherto required by law, during the first year, but 
should be postponed until the child enters school. 
Every child going to school ought to produce a 
certificate that it had been inoculated against 
diphtheria and small-pox. If Prof. Klotz’s proposal 
were to be adopted the present law should, of course. 
be completely altered, and certainly the proposed 
change would revive the old campaign against com- 
pulsory vaccination. The society was of opinion that 
infectious diseases would be reduced if the number of 
pupils in a single class-room was not allowed to 
exceed 30. 

The Study of Rheumatism. 


A society for study of rheumatism has been founded 
in Berlin to take part and to help the international 
combat against that disease organised by the Inter- 
national Society of Medical Hydrology. The former 
president of the Prussian Health Department is 
chairman of the committee. which includes medical 
men engaged in the study of climatology and balneo- 
logy, and representatives of health resorts and of sick- 


clubs. Prof. August Bier, Prof. Wilhelm His, and 
Prof. Alfred Goldscheider, of Berlin, and Prof. 
Friedrich Miiller, of Munich, have been elected 


honorary members. 


The Health Committee of the League of Nations 
now visiting Germany includes 28 medical officers 
from 22 different countries. Their programme has 
included inspection of numerous hospitals and other 
institutions in Berlin, and they will go to Hamburg, 
Essen, Diisseldorf, Halle, Dresden, Chemnitz, Leipzig, 
Kissingen, Niirnberg, and Munich before returning to 
Geneva. 


The German Society for Industrial Hygiene has 
formed a committee to investigate the relation which 
exists between the constitution of the industrial 
worker and his fitness for work. Special attention will 


be paid to internal secretion and heredity. The com- 
mittee, whose chairman is Dr. Krohne, head of the 
Prussian Health Department, invites those who intend 
to do work in these fields to apply to the committee, 
which is prepared to give financial assistance under 
certain circumstances. 





Public Bealth Serbices. 





REPORTS OF SCHOOL MEDICAL OFFICERS. 
No. of Percentage 
AV. No. of special | of children 
Name No. ,elem. routine examina-) found on 
of on school children tions routine 
district. roll. |atten- exa- and re- | examination 
dance. mined. inspec- requiring 
tions. treatment.* 
Count y of 7 a Ge 
Cambridge .. 9819 888) 3227 6193 be | 
Northampton... —t —t 3589 7025 17°1 
Soke of Peter- 
borough C.C. —t | 1405 494 595 —t 
Rams zate 4432 £000 1350 1258 23°25 


* Excluding uncleanliness and dental defects. 
Not given. 


County of Cambridge. 

Dr. F. Robinson, M.O.H. and S.M.O., states there has 
been an increase of 627 in the number of routine 
inspections during the year. In this area, as in many 
others, nutrition has considerably improved since 
1912, though the rise in the years during and 
immediately after the war has not been fully main- 
tained. The assistant medical officer, Dr. Jessie 
Gellatly, has traced in a local area a close relation 
between the nutrition of the children and special 
economic conditions. Efforts are made to maintain 
a high general standard by the provision of school 
meals for the small charge of ls. a week; this pro- 
vision is made increasingly necessary by regrouping 
of schools which causes children to travel long distances 
from their homes. Specimen menus indicate excellent 
dietaries and accounts show that the schemes are, 
in spite of free meals to necessitous cases, nearly self- 
supporting. Less complete but useful alternatives 
or adjuncts are the supply of cocoa and the heating 
or cooking of food brought by the children. For 
cases of real subnormality oil and malt is provided, 
and Dr. Robinson says that the very satisfactory results 
it gives are quite out of proportion to the small sum 
of £80 per annum which is expended. It is, as he says, 
curious to note that even in so simple and familiar 
a matter as the giving of cod-liver oil, opposition is 
shown by some parents, who regard such assistance 
as an affront or permit the likes and dislikes of the 
children to prevail just as they do when dental 
treatment is recommended. On the latter subject 
the school dentist, Mr. Evered, reports that about one- 
third of those requiring attention refuse treatment. 
He thinks that the chief obstacles are still the unreason- 
ing ignorance of the parents and their evasion of 
responsibility by leaving the decision to the child. 
During the winter lectures have been given and films 
shown to mothers at some maternity centres and 
women’s institutes on the care of children’s teeth. 
The dental work of the county is extensive, children 
between 5 and 14 years of age being dealt with, and 
in the smaller schools the younger children also. 

Figures for cleanliness show little recent alteration, 
though there has been a substantial improvement 
since the early days of school medical inspection. 
The standard will probably rise with betterment of 
housing. Of uncleanly bodies, Dr. Robinson points 
out that the better the facilities for washing are 
in the schools the greater is the importance which 
the children attach to exhortations on cleanliness. 
He gives examples of slow progress in improving 
school sanitation, which are very pertinent. There 
are no special schools or orthopzdic scheme for the 
county, but some use is made of facilities in the town 
of Cambridge and elsewhere. 


Northampton C.B. 
Dr. Stephen Rowland, M.O.H., S.M.O., and chief 





tuberculosis officer, only took over the post in 
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December after the death of his precedessor, Dr. J. D. 
McCrindle, and cannot give an exhaustive account of 
the work done under the former régime. 

It has been found impossible for one medical officer 
to carry out all the inspections required by the Board of 
Education and arrangements are being made to 
provide help. The detailed record of school work 
by Dr. J. H. Mason mentions that routine inspections 
are still separated by much longer intervals than 
they should be. An increase of staff should have 
several good results ; for instance, it will be possible 
for medical officers to coéperate in the work of school 
camps as has unfortunately been impossible this year. 
It is a regrettable fact that a certain number of children 
are kept out of school for long periods by neglectful 
parents who extract from harassed practitioners 
certificates of unfitness for school for many weeks at 
a time, and thus protect themselves from the attend- 
ance officers, while the children are allowed to run the 
streets or are even used as drudges at home. Dr. 
Mason thinks that the majority of these children could 
be promptly readmitted to school if they were exa- 
mined by a tactful S.M.O. who explained matters 
to the parents and referred them back to their own 
doctor for his permission and agreement that the 
child should return to school. Another difficulty 
in Northampton is the lack of an open-air school, 
for sometimes the practitioner, while not quite certain 
that a child is fit for an ordinary elementary school, 
would be in hearty agreement with his colleague 
that attendance at an open-air school is desirable. 
Particularly important is the case of the “ pre- 
tuberculous ”’ child, who is kept out of school for long 
periods on medical certificates of anemia and debility, 
thus missing much valuable education and the real 
chance of permanent restoration to health, which he 
would get at a properly constituted open-air school, 
where he would have a special curriculum, extra rest, 
and appropriate feeding. This matter, Dr. Rowland 
says, ‘‘ has received special consideration and it has 
been decided as impracticable at the present time 
and until improved financial possibilities come into 
existence further suggestions will have to be with- 
held.”’ Other authorities have seen that in such 
questions delay is really extravagance. 

In one direction the borough has shown more fore- 
sight. Although salvage is nothing like so swift and 
obvious with the mentally defective, yet the record 
of the ex-pupils of the special mentally defective school 
shows that, excluding those who have died or left 
the town, about half are in more or less satisfactory 
employment. It is noted that in times of full employ- 
ment a high percentage are wage-earners, but many 
are unable to stand the constant strain of regular 
work. The wages earned during the year have varied 
from 10s. to 30s. a week and where consideration is 
shown by employers a good report is usually given. 
There can be no doubt that without the special 
training the number of those who support themselves 
would have been much lower. 

The dentist’s report shows much good work done, 
but the fact that with permanent teeth the number 
of extractions was two-thirds the number of the fillings, 
and the large proportion of ‘“ casuals”’ among the 
treated, suggests that the staff is too small. 


Soke of Peterborough C.C. 

Dr. Christopher Rolleston reports all-round improve- 
ment during the year in the well-being of the children 
and the hygienic arrangements of the schools. The 
response of parents to the increased medical super- 
vision is encouraging; 75 per cent. of the parents 
were present at medical inspections and the new 
scheme in connexion with the Manfield Orthopedic 
Hospital at Northampton has had immediate success, 
all the children recommended for treatment having 
accepted it. Advantage has also been taken of the 
extended facilities for ophthalmic treatment, and every 
child requiring glasses has obtained them. Of those 
recommended for surgical treatment of tonsils and 
adenoids, 53 per cent. have had the operation. 
Cleanliness and freedom from the “ dirt ’’ diseases 





are also on a high standard, whilst the percentage of 
ill-nourished children has fallen from 84 in 1920 
to 4 in 1926. The new dental facilities are not 
yet being fully used. and Dr. Rolleston hopes that 
lectures on dental hygiene will be included in the 
proposed course of lectures by the Soke of Peterborough 
Insurance Committee. 

Investigating the circumstances of the children 
requiring operative treatment for tonsils and adenoids, 
Dr. Rolleston found the percentages of breast- and 
bottle-fed children was much the same as in children 
without these abnormalities, but dental caries, 
deafness, and aural defects were much commoner 
among those with tonsillar defects, 14-6 per cent. of 
whom showed malnutrition, as against 2°6 per cent. 
of normal controls. Rheumatic manifestations and 
heart disease appear to be relatively rare in this 
neighbourhood as only one case of organic heart disease 
is reported. The school nurse receives a justifiably 
generous tribute from Dr. Rolleston, for in addition 
to 4766 routine examinations for cleanliness she paid 
home visits to children recommended for treatment 
and to all cases of infectious diseases, besides helping 
at medical and dental clinics, carrying on the nursing 
treatment of minor ailments and conducting children 
to hospital. 

Ramsgate. 

To an outsider visualising Ramsgate it comes as 
a surprise to find the multifarious health duties are 
performed by one medical officer, Dr. W. J. Bannister, 
M.O.H. and S.M.O. Besides his public health and 
school medical work he is bacteriologist and port 
sanitary officer. His school report suggests efficient 
work and includes a thorough sanitary survey of all 
the schools in the borough; although he does not 
lay stress on defective conditions, yet he makes their 
existence sufficiently evident to prepare us for the 
final remark that one of the schools has been condemned 
by the Board of Education and will have to be replaced. 
There is a natural tendency for a medical officer with 
a wide range of duties to have less time for and 
perhaps to attach less importance to individual special 
subjects. Thus whilst an aural surgeon might say 
that the majority of chronic affections of the nose 
and throat need operative treatment, Dr. Bannister 
insists on this in only 11 out of 119 cases, deeming the 
remainder adequately dealt with by dental treatment 
with oral and nasal hygiene. Although the percentage 
of children suffering from the ordinary defects found 
at medical inspections is fully up to the average for 
the country as a whole, the number of exceptional 
children found—i.e., the blind, deaf, and mentally 
defective—is very low. Associated with this finding, 
whether as cause or effect, must be taken the fact 
that ‘there are no special schools in or near the 
borough.’ Of physically defective children, and 
especially of the delicate children, a good many have 
been noted. so that it is obvious that ‘* a definite need 
exists for a school in which certain children could be 
educated throughout the year under open-air condi- 
tions.’’ Dr. Bannister states that this provision will 
have to be postponed on account of its cost, but 
suggests that in the new school a special class should 
be provided for open-air education. 


INFECTIOUS DISEASE IN ENGLAND AND 


WALES DURING THE WEEK 
OCT. Ist, 1927. 

Notifications.—The following cases of infectious 
disease were notified during the week :—Small-pox, 
122 (last week 125; it may be noted in passing that 
the number of cases is stabilising itself); scarlet 
fever, 2028; diphtheria, 1094; enteric fever, 86; 
pneumonia, 612; puerperal fever, 40; puerperal 
pyrexia, 106; cerebro-spinal fever, 7; acute polio- 
myelitis, 26 ; acute polio-encephalitis, 3; encephalitis 
lethargica, 20; continued fever, 1; dysentery, I11 
(last week 1) ; ophthalmia neonatorum, 131. No case 
of cholera, plague, or typhus fever was notified during 
the week. Of the 29 cases of combined poliomyelitis 
and‘ polio-encephalitis 7 (last week 14) were notified 
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from Kingston-upon-Hull and 6 from the West Riding 
of Yorkshire. The incidence of encephalitis lethargica 
is still low, but does not approach last week’s extra- 
ordinarily low figure (12). Of the cases of dysentery, 
of which 110 more cases were notified last week than 
the preceding, 1 was reported from the county of 
Essex (West Ham C.B.), 4 from the county of 
Lancaster (Liverpool 1, Salford 1, Clitheroe 2), 1 from 
the county of Denbigh, and 105 from the county of 
Stafford (18 of these from Stoke-on-Trent C.B., and 
87 from the urban district of Kidsgrove). 


We understand that the Kidsgrove and Stoke-on- 
Trent outbreak, at first reported as dysentery, was 
probably a milk-borne epidemic of food poisoning 
due to Bacillus aertrycke (Mutton). The means by 
which this organism gained access to the milk has 
not yet been ascertained, but bacteriological and other 
inquiries are proceeding. There were over 100 cases 
and two deaths, but fortunately the outbreak now 
appears to be at an end. 





Correspondence. 


“ Audi alteram partem.” 


DRAINAGE OF A PELVIC ABSCESS 
PER RECTUM. 
To the Editor of THE LANCET. 


S1r,—I can support Mr. Hamilton Bailey’s advocacy 
of rectal drainage in pelvic abscess, having practised 
it for years. I learned it from F. T. Paul, who laid 
down a very useful certain indication for its use. It 
is true it applies only to a late case, but if the condition 
is found—and I have known Paul examine a case 
rectally every day for a week until it was found—it is 
absolutely safe to open the abscess into the rectum. 
The condition is a hard board-like swelling above and 
in front of the rectum, with a soft spot in the middle. 
Only if this condition is present can one be absolutely 
certain of not opening coils of small intestine. 

I am, Sir, yours faithfully, 
Liverpool, Oct. 8th, 1927. FRANK JEANS. 





MISLEADING QUALIFICATIONS. 
To the Editor of THE LANCET. 


Srr,—Your correspondent, ‘‘ Ethics,’’ raises the 
question of whether anyone is entitled legally or 
ethically to designate himself F.R.C.S. without 
specifying the Royal College of Surgeons to which 
he belongs. 

It is no more unethical to use the short term than 
it is for anyone possessing the doctorate of a university 
to use the term M.D. without stating the name of the 
university where he obtained his degree. If it is 
unethical to use the abbreviation F.R.C.S., then the 
Fellows of the Royal College of Surgeons of England 
are by far the greatest sinners, as it is not usual for 
them to sign themselves F.R.C.S. Eng. on every 
occasion. 

Your correspondent’s grievance seems to be that 
someone on the staff of a cottage hospital outside 
London who has a surgical Fellowship ‘‘ has gained 
much public esteem.” If ‘ Ethics” realises the 
severity of the examinations of any of the British 
colleges and the high surgical attainment necessary 
to obtain their Fellowship, then he should be willing 
to accede all the esteem such an attainment deserves. 
Perhaps he thinks only Fellows of the Royal College 
of Surgeons of England are deserving of esteem as is 
hinted in the last clause of his letter. 

I am, Sir, yours faithfully, 


Oct. 10th, 1927. F.R.C.S., 





THE CUTI-DIAGNOSIS OF SCARLET FEVER. 
To the Editor of Tue LANCET. 


Str,—In the Medical Annual, 1927, appear on 
successive pages two articles describing recent work 
on scarlet fever and the Dick test. In the first of 
these, signed by Dr. J. D. Rolleston, one reads 
(p. 442) :— 


‘“ W. A. Brown, whose observations on the Dick test were 
carried out under the reviewer's observation, confirms the 
value of the Dick test as an index of susceptibility to scarlet 
fever, and maintains that it is a valuable aid to diagnosis, 
a strongly positive skin reaction in the first 48 hours of a 
scarlatiniform eruption being against the diagnosis of 
scarlet fever.”’ 


Turning to the second article one finds the test 
described ; the left arm is chosen for the purpose, 
and the writer (Dr. J. Priestley) proceeds :— 


“The reaction in the left arm may be (1) positive, 
(2) negative, (3) positive and pseudo, (4) negative and 
pseudo—the positive reaction coming on in 4 to 12 hours 
and lasting only 24 to 48 hours, and without subsequent 
straining or desquamation. A definite flush (about half an 
inch in diameter or larger) is to be regarded as a positive 
reaction. Of persons suffering from definite scarlet fever 
80 per cent. give a positive result to the test in the early 
part of the attack, the reason for the absence of reaction 
in the remaining 20 per cent. being at present unexplainable.” 


One feels that there is more to explain than a 
mere 20 per cent., and I have written this letter in 
confidence that the explanation will be forthcoming, 
but for my part I came out by the same door as in 
I went. 

I enclose my card, and am, Sir, 

Yours faithfully, 
OBSCURISSIMUS. 


*,* On referring to Dr. Brown's original article 
it will be seen that with toxin of 1/1000 strength 
all of seven cases of early scarlet fever gave a positive 
reaction. It was with the high dilution of 1/6000 
that the small ratio of positive results was obtained. 
There is wide agreement that with a selected strength 
of toxin a positive reaction is given in 70 to 85 per 
cent. of cases of early scarlet fever. Dr. Rolleston 
admits this, but writes that, in his experience, the 
reaction is not strongly positive, and he agrees with 
Dr. Brown in regarding a strongly positive reaction as 
against the diagnosis of scarlet fever.—Eb. L. 





INCOME-TAX ASSESSMENTS. 
To the Editor of THE LANCET. 


Sir,—It would be well to remind your readers of 

the importance of giving immediate attention to the 
notices of assessment which are now being issued 
with reference to 1927-28. 
Twenty-one days is allowed in which to appeal, 
the period counting from the date of the notice and 
not from the date of receipt. Unless notice of objec- 
tion is given to the inspector in writing within the 
period, and the ground of the objection is stated. 
it may be found at a later date that the collector 
can legally demand payment of incqgme-tax which 
might have been saved by taking the appropriate 
action now. 

Every notice of assessment should be carefully 
examined for possible errors in the amount assessed 
or in the allowances and the calculation of tax. 
Reliefs which are likely to be missed are those granted 
to persons oyer the age of 65, margin relief on life 
assurance premiums, married allowance where the 
marriage took place after April 5th, 1927, and other 
somewhat obscure allowances. 

I am, Sir, yours faithfully, 


W. R. FAIRBROTHER, 
Income-tax Specialist. 
67-68, Cheapside, London, E.C., Oct. 10th, 1927. 
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THE LATE PROF. ADRIAN STOKES. 
To the Editor of Tue LANCET, 


Sir,—It was in September, 1914, following the 
battle of the Marne, that I met Adrian Stokes at a 
place called Fére-en-Tardennois, a small town some 
ten miles south of the Aisne. Stokes was riding a 
motor-cycle with side-car when he asked me to tell 
him where he could get engine trouble seen to—this 
I was able todo. Having been through all the rough- 
and-tumble with the old B.E.F. from Mons to the 
Marne I hoped, as a reward for my assistance, that 
Stokes might produce from his car cigarettes, tobacco 
or, equally acceptable, a cake of soap. But my 
hint as to the possible contents of his car including, 
for me, then, such luxuries, resulted in the discovery 
of what I believe must have been the first' mobile 
laboratory on service with the B.E.F., for the side-car 
eontained nothing but laboratory equipment. At 
such a time and place, during the hot pursuit of a 
retreating enemy, to find, amongst the pell-mell of 
battle almost, a “unit” of this description made 


one inclined to agree with a Frenchman to whom I 
disclosed Stokes’s objective that ‘il est bien toqué 
ce type la.’ 

In October, 1914, I met Major S. D. Rowland at 
St. Omer, and eventually saw his motor wagon 


laboratory 


parked in the grounds of the College of 
in that town. Later still I joined, from 
*t aa apapong ” for duty with No. 7 General Hospital, 
F., as the Belgian typhoid hospital had been 
iF, but Stokes was no longer doing duty 
there. I merely write this letter because I believe it 
was Stokes who initiated the motor laboratory 
service of the B.E.F. with his motor-cycle and side- 
car in September, 1914, whoever conceived the idea 
of such a service or launched it later. 
I am, me, yours faithfully, 
Oct. 10th, 1927. ou J. H. P. 


Che Serbices. 


G, 





ROYAL ARMY MEDICAL CORPS. 
Maj. P. Dwyer to be Lt.-Col. to complete estabt. 
Capt. H. H. R. Bayley to be temp. Capt., and temporarily 
relinquishes the rank of Capt. 


ARMY RESERVE OF OFFICERS, 


Lt.-Col. E. F. Q. L’Estrange, having attained the age 
limit of liability to recall, ceases to belong to the Res. of Off. 


TERRITORIAL ARMY. 

Col. F. H. Westmacott, K.H.S., having attained the age 
limit, is ret. on completion of his tenure of appt. as A.D.M.S. 
42nd (E. Lan.) Div., and retains his rank with permission 
to wear the prescribed uniform. 

Col. T. B. Wolstenholme to be A.D.M.S, 42nd (E. Lan.) Div. 

Hygiene Companies.—Lt. D. W. E. Burridge to be Capt. 

Lt. C. W. Healey to be Capt. 

Lt. A. T. H. Marsden, from R.A., T.A., to be Lt. 

R. G. Morrison, late Capt., Ind. Army, Res. of Off., to 


be Lt. 
ROYAL AIR FORCE. 
Flying Officer R. J. K. Chattey is promoted to the rank 
of Flight Lt. 
Flight Lt. F. W. G. Smith is transferred to the Reserve, 


Class D.IT 
INDIAN MEDICAL SERVICE. 

Majs. D. Coutts, R. Knowles, R. B. S. Sewell, J. B. 
Hanafin, W. J. Simpson, F. Stevenson, S. H. Middleton- 
West, and R. S. Townsend to be Lt.-Cols. 

Lts. G. P. F. Bowers, S. C. H. Worseldine, 
Khan Afridi to be Capts. 

Temp. Capt. Sris Chandra Ray relinquishes his temp. 
commn. 

The undermentioned officers retire: Col. A. 
and Lt.-Col. G. J. G. Young. 

Dr. 8S. 8S. Sokhey, Dr. B. P. B. Naidu, and Maj. 
G. Covell have been appointed to the Medical Research 
Department. Maj. H. H. Khan, whose services have been 
placed temporarily at the disposal of the Government, 
Central Provinces, Jail Department, has been appointed 
as attached officer, Central Jail, Jubbulpore. Lt.-Col. G. W. 
Hamilton has been appointed a member of the Bengal 


and Monawar 


N. Fleming 





Legislative Council. 


Obituary. 


BRUNTON ANGUS, M.S. Duru., 
F.R.C.S. ENG. 

Mr. H. B. Angus, Emeritus Professor of Surgery 
in the University of Durham, who died on Oct. 4th, 
was the son of James Ac kworth Angus, of Newcastle- 
upon-Tyne, who was himself devoted to surgery in 
his younger days. He was born in 1867 and educated 
at the Royal Grammar School in his native city and 
at the Medical School of the University of Durham, 
then situated in Orchard-street, Newcastle-upon- Tyne. 
Subsequently he took a course at St. Bartholomew’s 
Hospital, and he often spoke of the great value of 
the time he spent in London. On graduation in 1890 
he was appointed house surgeon to the late Mr. G. E. 
Williamson, and afterwards at the Southport Infirmary 
and Dispensary. 
Returning to New- 
castle, he became 
one of the resident 
medical officers to 
the dispensary in 
Nelson-street, and it 
was while serving 
there that he may 
be said to have begun 
his surgical career. 
Examinations were 
anathema to him, 
but he was always 
a determined plod- 
der, and in 1900 he 
took the M.S. degree 
in his own univer- 
sity and in 1902 
became F.R.C.S.Eng. 
In 1896 he was ap- 
pointed assistant 
surgeon to the 
Royal Infirmary in 
Newcastle, and after serving a fruitful ten years in 
this capacity with the late George Halliburton Hume, 
to whom he was a devoted lieutenant, he was 
appointed full surgeon in 1905, and only resigned in 
April of this year for reasons of health, being then 
appointed consulting surgeon. In 1909 he was made 
lecturer in surgery in the University of Durham, and 
in 1921 succeeded to the chair on the retirement of 
Prof. Rutherford Morison. Only in July of this year 
he was made Emeritus Professor, when he finally 
decided that he would have to relinquish his teaching 
duties. Throughout the war he served on the staff 
of the Ist Northern General Hospital with the rank 
of lieutenant-colonel, and subsequently he was on the 
staff of the Pensions Hospital. 

For the following account of Prof. 
indebted to Prof. Grey Turner: ‘‘ When I first came 
to know ‘ Harry’ Angus—a term of endearment by 
which he was known throughout his professional life— 
he was senior resident at the Newcastle Dispensary, 
and in that capacity he did a good deal of surgery in 
the homes of the poor, following a tradition which had 
been set by his predecessor in office. Soon afterwards 
he was appointed assistant surgeon to the infirmary, 
and I well remember attending his out-patient depart- 
ment. He was very keen and interested in problems 
of diagnosis, and I can never forget the impression 
which he made by the way in which he discussed the 
ee — with members ot his class, treating 


HENRY 








PROF, H, B, ANGUS, 


Angus we are 


“Ww hen he aut charge of wards he devoted very 
considerable attention to injuries and _ especially 
fractures and to industrial accidents, for his experience 
of compensation cases had taught him the great 
economic importance of the careful treatment of this 
class of case. He had quite a bent for plastic and 
reconstructive surgery, and this found an ample field 
in his war work and after. Angus was always keen 
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on the records, and in his earlier days at the hospital 
he very often wrote the notes himself, as many of the 
old case-books bear witness. His ward teaching was 
simple and direct, and he encouraged men to concen- 
trate on those subjects that fitted them best for their 
life’s work. For student purposes he would never 
allow himself to be tempted to deal with rare cases or 
abstruse problems, as he considered that their hospital 
time was only too short for learning the essentials. 
He always kept up his interest in anatomy and he 
hammered in the importance of a good regional know- 
ledge of this fundamental subject. As an examiner 
he was patient and considerate and scrupulously fair, 
but though very anxious to give every student a full 
opportunity of demonstrating his knowledge, he 
realised the responsibilities of his office and did not 
allow himself to be swayed by sentimental or other 
considerations, and I have often heard him say that 
it was an unkindness to an improperly prepared 
candidate to allow him to get through. When the 
X ray department was first started in the old infirmary 
Angus had charge, and there must be many who 
remember that little dark room at the end of the 
Ravensworth Ward, where he groped about in more 
senses than one, endeavouring to master the technique 
of radiography and to discover the secrets of its 
successful application. He never published much, 
but his papers were all thoroughly practical and 
without unnecessary padding. 

“In the medical school and the infirmary he did a 
liberal share of committee work. His opinion was 
always welcomed, for it was sure to be entirely 
disinterested and quite often he saw things from an 
angle which had escaped the rest of us. He was one 
of those men who could be easily led but never driven, 
and he could be particularly difficult when he imagined 
that some wrong was being done or that the dignity 
of the profession was being slighted. In his earlier 
days he was an athlete, and all through life he 
recognised the great value of healthy sport and always 
encouraged the sporting functions in connexion 
with the College. In later years he became 
especially devoted to fishing, but he was also a 
good shot. 

‘*T cannot imagine Angus ever having an enemy. 
He was always generous and open-hearted and never 
allowed any small service to go unrequited. He was 
open-minded in every way. and though conservative 
in his methods he was always willing to be convinced 
of some improvement ; but he had to be satisfied that 
the improvement was to be for the advantage of the 
patient before he would make any change in his 
technique. It was characteristic of him that he 
carried out his allotted task to the very best of his 
ability, and whatever he undertook he did as well as 
he possibly could. In everything he was absolutely 
and transparently honest, and as often as not the 
stories which he related were against himself. He had 
the habit of sometimes thinking aloud, and as he 
never took pains to dissimulate, the consequences 
were sometimes a little embarrassing. Fortunately 
he was of a philosophic turn of mind, and he accepted 
stoically whatever fate had in store, and though he 
could grouse like the rest of us on occasion, he never 
whined. He was an excellent influence in the medical 
school, an ideal hospital officer, and the very model of 
the perfect English gentleman. Could more be 
said to show how keenly we in Newcastle feel his 
loss ? ” 

Mr. Angus married Miss Maude M. Arnison, who 
survives him with two daughters. 


HENRY EDWARD ARMSTRONG, M.R.C.S. ENG., 
D.Hy. DurRH. 


Dr. H. E. Armstrong, who died on Oct. 5th in his 
eighty-fifth year, was the first medical officer of health 
of Newcastle-upon-Tyne. Born at Chipchase. Mill, 
North Tyne, of old yeoman stock, he went to school 
at Brampton, served his apprenticeship at. the 
Newcastle Dispensary, studied at the Newcastle 





College of Medicine (Neville Hall), and qualified 
in 1864. He was then given resident charge 
of the old Newcastle Dispensary in City-road, 
and the old Fever House (founded in 1807), and 
in 1873, when the City Council resolved to appoint 
their first whole-time medical officer of health, 
Armstrong was the obvious man for the post. He 
held office until the end of 1912, when he retired on 
pension. 

The story of Armstrong’s life is closely associated 
with the rise of sanitation in England, for he was the 
intimate friend of such men as Buchanan, Thorne- 
Thorne, Power, and Murphy. When he took office 


Newcastle was an ancient city clinging desperately to 
It is 


its stifling courts and crumbling tenements. 
largely due to his per- 
sistence that practically 
all the old rookeries are 
now swept away, so 
that, although it has its 
housing difficulties, it 
has now singularly 
few slums. A glance at 
his early reports will 
show him advocating 
many of the newest 
ideas of to-day. He 
was one of the earliest 
workers against bovine 
tuberculosis, and as far 
back as 1892 Newcastle 
obtained powers, limited 
it is true, to deal with 
tuberculous milk. It was 
his practice to condemn 
and seize the whole 





DR. HENRY ARMSTRONG. 
carcass of a food 
animal showing any 


evidence of tuberculosis,- on 
there was no sueh 


the ground that 
thing as localised tuberculosis. 


He anticipated the principles of John Burns’s 
Milk and Dairies Bill. In the City Hospital for 
Infectious Diseases, opened in 1888, he instituted 


a proper service of nurses in place of the attend- 
ants in the old Fever House, whose sole qualifica- 
tions for appointment were that they should 
have had “ the typhus,”’ and should be of sober habits. 
His charge as port sanitary officer lasted from 1881 
till 1896, when he resigned as a result of the difficulties 
created for him by his bold denunciation of the sanitary 
conditions prevailing on many ships sailing out of the 
river Tyne. 

In association with the late Dr. H. J. Yeld, of 
Sunderland, Dr. Armstrong was responsible for the 
founding of the Northern Counties Association of 
Medical Officers of Health in 1875. He wes twice 
chosen as president of the parent society and was 
elected an Honorary Fellow in 1920. But his work 
was confined within no rigid limits. He was very 
closely associated with the growing University College 
of Medicine, and from 1878 to 1887 acted as its 
honorary secretary and subsequently as a governor. 
He was himself a lecturer in the College for nearly 
10 years, at first on botany and later on hygiene in its 
widest sense. The degree in hygiene in the University 
of Durham, which he did much to found, he was the 
first to obtain. 

Dr. Armstrong had strong literary tastes, and was 
a scholarly and widely-read man; Dr. H. Kerr, who 
has contributed these biographical notes, writes of 
him as a purist in style ; a piece of slovenly composition 
in the report of a subordinate would cause him acute 
irritation. He was methodical in his work, and 
insisted upon punctiliousness in all office affairs. He 
dabbled in music and art, was a keen photographer, 
an enthusiastic angler, and well-travelled. At the 
age of 65 he took up roller-skating, and spent much of 
his spare time for some years subsequently in that 
vigorous pursuit. He had the warm affection of 
his staff, and his was always a happy depart- 
ment, no matter what troubles assailed it from 
without. 
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ALFRED JAMES MEYRICK PAGET, 
M.D., C.M. Eprn. 
Alfred James Meyrick Paget, who died on Sept. 15th 
at Christchurch, Hants, was the third son of the 
late Sir George Paget, Regius Professor of Physic 


at Cambridge, by Clara, daughter of the Rev. 
Thomas Fardell. He was educated at the Uni- 
versity of Edinburgh where he graduated in 


medicine and surgery in 1895, proceeding to the M.D. 
two years later. He elected to practise abroad in 
Government appointments, and served under the 
Foreign and Colonial Offices in Kenya from 1899 
until 1904, after which date until 1916 he was senior 
medical officer in Somaliland. This included the 
period during which the Mad Mullah caused so much 
trouble with the British authorities, and Paget’s 
responsibilities were grave, aggravated as they were 
by the heavy incidence of tuberculosis upon the 
territory, as well as severe epidemics of small-pox. 
He came into the vast zone of the war, and for his 
services to the troops during the military operations 
he received the Somaliland Medal. At his own expense 
he fitted up and. where needed, rebuilt the ruins of 
a fort near Berbera in order that it might be used as 
an isolation hospital for tuberculosis. This building, 
which was popularly known as “ Paget’s Folly,” 
was beyond the British fortifications, and useful work 
was carried out at it. until at last it was looted by the 
natives. Much of Paget’s strenuous labours were 
carried on in the face of personal ill-health. He 
was at one time and another the victim of malaria 
and scurvy, and heart trouble manifested itself. 
He was invalided in 1900 but returned to hard work 
until in 1916, when he was 47 years of age, he could no 
longer undertake the physical toil, especially the long 
camel rides necessitated by his colonial appointment. 
So in 1917, as an officer in the Territorial Army, he 
worked in the mental wards of the Lord Derby 
Hospital and also at Ripon ; and later, until two years 
ago, he served under the Ministry of Pensions, where 
his keenness for work caused him to be retained beyond 
the usual period. On the termination of his engage- 
ment with the Ministry of Pensions, he took a super- 
numerary medical office at St. Mary Abbott’s Hospital, 
Kensington, but in May of this year it became obvious 
that he was suffering from his old tuberculous mischief. 
Valvular heart trouble supervened and he retired to 
Christchurch where he died. 

He leaves three sons, one of whom qualified as a 
medical man in 1924. 


WILLIAM SMITH PORTER, M.D. Duru. 


By the sudden death of Dr. W. S. Porter, Sheffield 
and the neighbouring district loses one who had been 
a familiar figure both in medical and social circles 
during the last 40 years. Born in 1855 at Sheffield, 
where his father, John Taylor Porter, F.R.C.S., was 
in practice before him, he was closely associated with 
medical affairs throughout his life. He was educated 
at Repton School, Leeds Medical School, and King’s 
College, London, and after qualifying as M.R.C.S. Eng. 
in 1878, proceeded to the M.D. Degree of the University 
of Durham in 1882, receiving the gold medal. His 
first resident post was at the General (now the Royal) 
Infirmary, and on starting private work as a consuiting 
physician he joined the honorary staff first of the 
hospital and later of the infirmary. During all those 
years he was also actively engaged in teaching at the 
old school of medicine and later at the University, 
being for many years lecturer in medicine. As a 
consultant he was well known and respected not only 
in Sheftield, but for a wide area around : he belonged 
to the old school of courtly and cultured physicians. 
In his younger days he did some useful work in 
connexion with lead poisoning from the water-supply, 
and was one of those who went to Berlin when 
tuberculin was first introduced by Koch. As the years 
went on, however, his real interests centred less on 
medicine and more on the studies which he had always 
inclined to—that is. local history and local archeology. 





and anyone seeking information about old Sheffield 
went first to Dr. Porter to obtain it. From time to 
time he published the results of his work, and his 
writings were always pleasing and of literary merit. 

“Up to quite recently,” writes a colleague, “ he 
was a great walker. The neighbouring hills and moors 
of Derbyshire were very familiar to him and he loved 
them very dearly. Many a younger man envied his 
long stride and his untiring energy in a long ramble. 
But to all who knew him Porter will be remembered 
first not as a physician nor even as an archeologist, 
but as a gentle, courteous, kindly companion, who 
never said an unkind word or thought an unkind 
thought of any man. His genuine enjoyment always 
added to the happiness of others, for he had the gift 
of never growing old.”’ 

Dr. Porter was at one time president of the Sheffield 
Medico-Chirurgical Society. and last year was president 
of the Sheffield Literary and Philosophical Society. 
He married in 1893 a daughter of the late Mr. Charles 
Lockwood. She died in 1922. 





Medical Netus. 


UNIVERSITY OF LONDON: University College.—A 
public lecture entitled the Static Reflexes of Magnus: How 
Animals Get Right-Way-Up and Keep So (with cinemato- 
graph illustrations), will be delivered by Prof. Arthur J. 
Hall, on Tuesday, Oct. 18th, at 5 P.m., in the Physiology 
Theatre (entrance in Gower-street). Dr. F. M. R. Walshe 
will take the chair and the lecture will be open to the public 
without fee or ticket. 


HUNTERIAN Society.—The first dinner meeting of 
this session will be held at Simpson’s Restaurant, 2 and 3, 
Bird-in-Hand Court, 77, Poultry, Cheapside, London, at 
7.30 P.M., on Monday, Oct. 17th. At 8.30 p.m. Mr. A. E. 
Mortimer Woolf will give a Presidential Address on Some 
Personalities of the Hunterian Epoch. 


EUGENIcs SocreTy.—On Wednesday, Oct. 19th, at 
5.30 p.m., Dr. R. A. Fisher will speak on Multiple Births in 
Man; and on Wednesday, Nov. 16th, at 8.30 P.M., Prof. 
F. A. E. Crew will speak on Natural Immunity and Disease 
Resistance. Both meetings will be held at the rooms of 
the Royal Society, Burlington House, and all interested 
are invited to attend. 

SOCIETY OF SUPERINTENDENTS OF TUBERCULOSIS 
INSTITUTIONS. —The next meeting of this Society will be 
held at 122, Harley-street, on Friday, Oct. 21st, at 3 P.M. 
Dr. J. Gravesen (Copenhagen) will speak on the Surgical 
Treatment of Tuberculosis of the Pleura, and Dr. Kennon 
Dunham (Cincinnati, U.S.A.) will read a paper entitled 
Various Types of Tuberculous Lesions as Seen Upon an 
X Ray Plate in the Child and the Adult, with lantern 
illustrations. 


MEDICAL TouR IN FRANCE.—Under the auspices 
of the Société Médicale du Littoral Méditerranéen a tour 
has been arranged to take place from Dec. 30th to Jan. 7th 
next. The places visited will include Hyéres, St. Raphael- 
Valescure, Cannes, Grasse, Nice, Beaulieu, Monaco, Monte 
Carlo, Mentone, and particulars may be had from the 
Federation of the Health Resorts of France, 194A, Tavistock- 
square, London, W.C. 1. 

THe Annual Medical Service will be 
Liverpool Cathedral on Oct. 16th at 3 P.M. ; 
will be the Bishop of Chester. 
reserved area should be 


held at 
the preacher 
Applications for tickets for 
addressed to Dr. John Owen, 
13, Rodney-street. It is requested that when possible 
academic dress be worn. A collection will be taken on behalf 
of the Royal Medical Benevolent Fund. 


PEOPLE’S LEAGUE OF HEALTH.—A series of ten 
Sims Woodhead lectures is being given by the League in 
the lecture-room of the Medical Society of London, 11, 


Chandos-street, London, W., on Thursdays, at 6 P.M. 
The speakers are Prof. H. E. Roaf, Mr. E. B. Turner, Dr. 
J. Sim Wallace, Dr. Harold Gardiner-Hill, Prof. B. 


Collingwood, Prof. M. S. Pembrey, Prof. H. R. Kenwood, 
Dr. Thomas Beaton, and Dr. H. Crichton-Miller. The next 
will be given by Mr. E. B. Turner, on the Anatomy and 
Physiology of the Circulatory and Respiratory Organs, on 
Oct. 20th. Tickets for single lectures (1s. 6d) or the course 
(10s.) may be had from Miss Olga Nethersole, R.R.C., at 
12, Stratford-place, London, W. 1. At its conclusion there 
will be an optional examination, with a travelling prize 


His knowledge on these subjects was wide and deep, | award. 











842 Tue Lancet, ]} 


MEDICAL NEWS. 





[Ocr. 15, 1927 








Miss Ida C. Mann, M.B. Lond., F.R.C.S. Eng., has 
been a wo assistant surgeon to the Royal London 
Ophthalmic (‘‘ Moorfields’) Hospital. She is the first 
woman to be appointed to the honorary staff of this 
institution. 


RoyYAL NORTHERN HospiraL.—Post-graduate courses 
will be held at this hospital from Oct. 25th onwards. They 
inelude a series of lectures on Tuesdays at 3.15 p.M., followed 
by tea, and an intensive course from Nov. 21st ‘to 25th, 
when there will be numerous lectures and demonstrations 
in the wards. Further particulars may be had from the 
Dean, Dr. E. G. B. Calvert, at the hospital. 


HELPING THE MANCHESTER Hosprrats.—The 
Central Council of Voluntary Hospitals’ Committees con- 
nected with the Manchester and Salford Medical Charities 
Fund is forming a Good Samaritan League with a minimum 
subscription of 5s. a year. The object is to make up the 
deficit of about £40,000 which every year weighs upon the 
hospitals of Manchester and Salford. 


RADIOLOGICAL SOCIETIES.—It is expected that the 
amalgamation of the Rontgen Society with the British 
Institute of Radiology will be completed this month, and 
an exhibition and meeting are to be held on Nov. 17th 
and 18th at the Central Hall, Westminster, to mark the 
inauguration of the new body, to which the Society of 
Radiographers will continue to be affiliated. The proceedings 
will end with a dinner at the Great Central Hotel, Marylebone, 
on Nov. 18th at 7.30 P.M. 


UNIVERSITY OF ST. ANDREWS.—The Principal, Sir 
James Irvine, at the autumn graduation ceremonial held 
on Oct. 7th, announced that the anonymous benefactor 
who had given £100,000 to the University was Dr. Edward 
Stephen Harkness, of New York. The gift would place 
St. Andrews in a unique position among the Scottish 
universities. More than one-fourth of the total sum was 
to be allocated towards the cost of building the new residence 
hall for men, with a view to restoring the old collegiate 
living, and there would also be scholarships carrying an 
obligation to reside within the University. 


SocrETY OF APOTHECARIES OF LONDON.—The 
Master’s Day Dinner of this Society was held in its redeco- 
rated hall on Tuesday, Oct. llth, Dr. R. Whiteside Statham, 
the Master, presiding, supported by Lieut.-Colonel C. T. 
Samman, R.A.M.C., and Dr. H. J. Ilott, respectively Senior 
and Junior Wardens. The Senior Warden, in proposing 
‘“‘The Health of the Master,’’ dwelt on the family claim to 
the position which he occupied, as the nephew of a previous 
Master, and eulogised his assiduous attention to the business 
of the Court, in spite of the fact that he lived in Somersetshire, 
134 miles from his work. The Master, in a studiously brief 
rent. pointed out the friendly associations which the Society 

enerally enjoyed with their senior corporation, the 
Hol College of Physicians of London, and their junior 
corporation, the Royal College of Surgeons of England. 
He strengthened his hereditary claim to the Mastership by 
mentioning that one of his ancestors had been Master before 
the Great Fire of London, which destroyed the neighbouring 
oremises of the Physicians and also burnt down their own 
Rall, which had been rebuilt, as the guests now saw it, 
immediately afterwards. He then proposed ‘“‘ The Health 
of the Royal Colleges,’ associating with the reply the names 
of Dr. Sidney Phillips, the Treasurer of the Royal College 
of Physicians, and Mr. F. J. Steward, Vice-President of 
the Royal College of Surgeons. Dr. Phillips, in detailing 
his personal relations with the Society, caused merriment 
by dwelling on the excellence of the tea which was always 
provided for the examiners; and Mr. Steward, also bearing 
testimony to the harmony which existed between his College 
and the Society, mentioned the quality of the tea-table 
hospitalitv. The toast of ‘‘ The Guests,” proposed by the 
Junior Warden, was responded to by Sir James Berry 
and Sir Henry Curtis Bennett. The President of the Royal 
Society of Medicine described how in his Serbian experiences 
he had been forced to wander from the paths of pure surgery 
into those of the physician and apothecary, travelling 
across mountains on horseback with a wallet of drugs of 
emetic, styptic, or evacuant nature. Sir Henry Curtis 
Bennett started amusingly by saying that there had been a 
good deal of talk about the tea of the Society, but that on 
this particular occasion he had chiefly come across their 
pert ; but he closed with an eloquent analogy between the 
position of the doctor, face to face with the naked body and 
soul of the sufferer, and the criminal lawyer, face to face 
with the fundamental morals of a tortured client. The 
proceedings at the dinner were enlivened with some really 
effective singing by Miss Vera Devna, and violin solos by 
Miss Winifred Stocken. 





DuRING the illness of Dr. R. J. M. Horne, from 
injuries sustained in carrying out his duties, the Poole 
Council have appointed his wife, Dr. Laura Katharine Horne, 
to act for him as deputy medical officer of health. 


RoYAL INSTITUTION.—On Tuesdays, Nov. Ist, 8th, 
and 15th, Sir John Herbert Parsons will deliver a series of 
three Tyndall lectures on Light and Sight. 


A HospirAL SWEEPSTAKE.—In the hope of raising 
at least £5000 the Metropolitan Hospital, Kingsland-road, E., 
had organised a sweepstake, with 6d. tickets, and £500 
worth of prizes, upon the race for the Cesarewitch. After 
several thousand tickets had been sold the scheme was 
abandoned upon threat of a police prosecution. The hospital 
has held other sweepstakes on similar lines without objection. 


HospitraL SAVINGS ASsOcIATION.—This association 
reports that during the financial year ended July 31st last 
interim payments amounting to £102,764 were made to 
London hospitals in respect of services rendered to contri- 
butors and their dependents. The association has 350,000 
wage-earning supporters in London alone, and although 

on a regular weekly contribution of 3d. only, its income 
has risen from £2000 in 1923 to £200,000 in 1927. 


DONATIONS AND BEQUESTS.—Under the will of the 
late Sir Mark Oldroyd, J.P., of Batley and Whitby, the 
testator left £1000 to the New Building Fund of the Dewsbury 
and District General Infirmary (unless he had given such sum 
in his lifetime), “ being the sum I intend to contribute if 
I live to lay the foundation-stone of such new building 
according to my promise given.” 


GENERAL LYING-IN HospITaL.—For the first time 
since it was established in 1767 this institution, in York-road, 
Lambeth, is appealing for help. By the terms of the lease 
under which it holds two adjacent Leases these structures, 
which are almost derelict, have now to be rebuilt at a cost 
of £40,000, three-quarters of which has yet to be raised. 
The rebuilding will provide better accommodation for out- 
patients, nursing staff, and pupils—the hospital has a 
training school for midwives and monthly nurses, and holds 
refresher courses for those already in practice. 


CHARING Cross HosprraL DINNER.—The annual 
dinner of past and present students was held at the Hotel 
Victoria on Oct. 5th, Dr. Cuthbert Lockyer in the chair. 
As junior member of the staff, Dr. F. H. Young proposed 
the health of the Hospital and Medical School, comparing 
himself (amid applause) to King Henry VIII. in his attach- 
ment to a second, younger, and more sprightly bride. 
Dr. W. J. Fenton, responding, referred to the retirement of 
Dr. Cecil Bosanquet, whose services would fortunately 
remain available for teaching; and to the election of Dr. 
Young as assistant physician and sub-dean. Dr. Pearson 
and Dr. Hamilton had transferred their services to other 
hospitals, Mr. J. B. Banister had succeeded Dr. Cuthbert 
Lockyer as obstetric physician, and Mr. Everard Williams 
had been appointed to fill the vacancy thus left. The year, 
said Dr. Fenton, had been very successful, 57 new students 
(including dental students) having entered. The successes 
won were attributable to the careful individual attention 
of the teachers, to the fact that it was unnecessary to stand 
many deep around the cases, and to the relative ease of 
obtaining appointments. The site of the Royal Westminster 
Ophthalmic Hospital had been acquired, and £65,000 out 
of the £75,000 required had been subscribed. With the 
addition of this valuable site it would be possible to add 
60 beds to the hospital. A year ago the Pathological 
Institute had begun to take work from outside practitioners 
so as to assist them in the proper treatment of patients 
who could not afford pathological investigations in the 
ordinary way. So far as he knew the cases had all been 
of this kind, and neither in practice nor in intention was 
there any competition with other pathologists. The scheme 
was working well and was much appreciated. In conclusion, 
Dr. Fenton referred to the amalgamation of the Charing 
Cross and Roya! Dental Hospitals and the convenience 
of this amalgamation to the students. Dr. J. M. H. Macleod, 
proposing the health of the chairman, referred to his 
popularity, his success as a teacher, his contributions to 
gynecology, his unfailing courtesy, and the reputation which 
he had given to Charing Cross Hospital by his work. Dr. 
Lockyer, in reply, spoke of many contemporaries who had 
brought distinction to the School, and notably of Sir 
Frederick Mott whose loss, he said, was ‘‘ not ours only but 
shared by the whole world.”” This was the fortieth dinner 
that Dr. Lockyer had attended, and he expressed his 
gratitude to those with whom he had worked during so 
long a period. During the evening entertainment was 
provided at intervals by Mr. Nelson Jackson, Dr. Taylor 
Harris, and Dr. L. P. Phillips. 
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GvuILD oF St. LuKkE.—The annual festival service 
offthe Guild will be held in Westminster Abbey on Sunday. 
Oct. 23rd, at 6.30 p.m, The preacher will be the Bishop of 
Southwark. 


GRADUATES OF THE UNIVERSITY OF EDINBURGH.— 
The West Riding Association of Edinburgh Graduates will 
hold its annual general meeting at the Great Northern 
Station Hotel, Leeds, on Friday, Nov. 4th, at 6.30 P.M. 
The meeting will be followed by the annual dinner, at 
which Prof. Edwin Bramwell will be the Association’s 
guest. Further particulars may be had from the hon. 
secretary, 33, Manor-row, Bradford. 


GLascow Post-GRADUATE MEDICAL ASSOCIATION. 
This Association has now issued its programme of post- 
graduate teaching in Glasgow during the winter months, 
including a series of weekly demonstrations. The syllabus 
may be had from the Secretary of the Association at the 
University, Glasgow. 

ROYAL NATIONAL OrtTHOP™DIC Hosprrat.—The 
new out-patients’ buildings, including modern massage, 
electrical, and light departments, are almost completed, 
while the new building at the branch hospital at Stanmore 
will be ready for occupation next month. The extension 
scheme inaugurated by Prince Henry’s special committee has 
been undertaken at a cost of £125,000, of which £80,000 has 
been collected. 


SEAMEN’S HosprraAL AT MARSEILLES.—The Queen 
Alexandra Memorial Hospital at Marseilles which has been 
under construction for some time past is now completed, 
fully equipped, and ready to receive patients. It is staffed 
by British nurses and there is a British house surgeon who 
will act under the direction of local English-speaking doctors. 
The charges to seamen will be based upon those ruling in the 
Marseilles municipal hospitals. 


MEDICAL GOLFING Soctety.—The autumn meeting 
of this Society was held at Rye on Oct. 8th and 9th. The 
course was in beautiful order, and every arrangement was 
made for the comfort of the competitors. The results of the 
competitions were as follows: W. H. Lamplough won the 
singles v. bogey with 1 up, H. Chapple was second with 1 
down, and G. Dawson and G. Hebert tied for third place 
with 2 down. L. Bromley and Surg.-Commander Rusack 
won the foursomes v. bogey with 2 down. The following 
tied for second place with 3 down: J. Everidge and M. S. 
Mayou, and J. C. Lee and D. Ligat. The Canny Ryall Cup 
was won by J. D. Gray with the score of 95—18 
(=77). T. A. Torrance (7543). J. W. Harrison (90 —12), 
and M. S. Mayou (90—12) tied at 78 for second place. 
T. A. Torrance won on the replay. 

FELLOWSHIP OF MEDICINE AND PosST-GRADUATE 
MEDICAL ASSOCIATION.-—A_ series of lectures, entitled 
Practical Hints on Medicine, Surgery. and the Allied 
Specialties, will be given during the winter session at the 
hall of the Medical Society. 11. Chandos-street, Cavendish- 
square, W., on Mondays, at 5 o’clock. The first will be given 
by Sir Humphry Rolleston on Monday, Oct. 17th. on the 
Diagnosis and Treatment of Some Endocrine Disorders. 
On Wednesday, Oct. 19th. at 4 P.m., Mr. Davenport will 
demonstrate at the Central London Ophthalmic Hospital ; 
on Thursday, Oct. 20th, at 3 P.m., Mr. Attwater, Mr. 
Ainsworth-Davis, Mr. Coyte, and Mr. Loughnane will 
demonstrate at All Saints’ Hospital; and on Friday, 
Oct. 21st, at 3 P.m., Dr. Bernard Myers will lecture at the 
Royal Waterloo Hospital on the Significance of the Enlarge- 
ment of the Spleen in Children. These lectures and 
demonstrations will be open to members of the medical 
profession without fee. From Oct. 17th to 29th there will 
be an all-day course in Diseases of Children at the Paddington 
Green Hospital and the Victoria Hospital for Children. 
A two weeks’ course in Gynecology will start at the Chelsea 
Hospital for Women on the same date. From Oct. 24th to 
Nov. 5th, at 3 P.M., a series of demonstrations will be given 
at the Royal Eye Hospital, Southwark. A two months’ 
comprehensive course is in progress at the National Hospital, 
Queen-square: any part may be taken separately. There 
will be practitioners’ courses at the Hampstead General 
Hospital from Oct. 31st to Nov. 12th, and at the London 
Temperance Hospital from Nov. 2Ist to Dec. 3rd. The 
subjects of other courses during the month will be Medicine, 
Surgery. and Gynecology, Royal Waterloo Hospital, 
Nov. 14th to Dec. 3rd: Diseases of the Chest, Brompton 
Hospital, Nov. 7th to 12th ; Neurology, West End Hospital 
for Nervous Diseases, Nov. 21st to Dec. 17th: Urology. 
St. Peter’s Hospital. Nov. l4th to 26th: Proctology. 
St. Mark’s Hospital, Nov. 28th to Dec. 3rd: and Venereal 
Diseases. London Lock Hospital, Oct. 3lst to Nov. 26th. 
Copies of all syllabuses are obtainable from the Secretary 
of the Fellowship at 1, Wimpole-street, London, W. 1 








Medical Diary. 


Information to be included in this column should reach us 
in proper form on Tuesday, and cannot appear if it reaches 
us later than the first post on Wednesday morning. 


SOCIETIES. 
ROYAL SOCIETY OF MEDICINE, 
TUESDAY, Oct. 18th.—5.30 


1, Wimpole-street, W. 

P.M., GENERAL MEETING OF 
FELLOWS. Ballot for election to the Fellowship. 
8.30 P.M., PATHOLOGY. Communications: J. McIntosh: 
The Histology of Some Virus Infections of the Central 
Nervous System. R. J. Ludford: The Repair of Super- 
ficial Skin Lesions in the Monse. W. Cramer: Stomach 
Lesions in Rats Kept on a Diet Deficient in Vitamin A. 


THURSDAY.—5 P.M., DERMATOLOGY. (Cases at 4 P.M.) 
Cases: Dr. F. Parkes Weber: (1) Chronic Pemphigus 
or Dermatitis Herpetiformis in a Child. Dr. J. A. 
Drake: (2) Multiple Basal-Celled Epitheliomata. 
Dr. H. W. Barber: (3) and (4) Two Cases of Folliculitis 
Ulerythematosa Reticulata (MacKee). (5) Lichen 
Planus, Previously Shown as Lichen Nitidus. Other 
cases will be shown. 


FrIDAY.—8 P.M., OBSTETRICS. Specimen: Mr. A. L. 
Walker : Rupture of the Uterus Following Cresarean 
Section. Short Communication: Mr. A. C. Palmer: 
The Age Incidence of Carcinoma Corporis Uteri. 
Paper: Sir Ewan Maclean: A Lantern Lecture on a 
Visit to Certain Medical Schools in America. 8.30 P.M., 
ELECTRO-THERAPEUTICS. Presidential Address: Sir 
Henry Gauvain: Electro-Therapeutics and the 
Future of Medicine. Short Papers: Prof. Iselin (Bale) 
Cancer of the Breast. Dr. Gravesen (Denmark) : 
The Qualitative Radiological Diagnosis of Pulmonary 
Tuberculosis. A short paper will also be read by Dr. 
Dunham (Cincinnati). 


ROYAL SOCIETY OF TROPICAL MEDICINE 
HYGIENE, 11, Chandos-street, Cavendish-square, 
THURSDAY, Oct. 20th.—8.15 P.M., act d by a demonstra” 
tion at 7.45, the President, Prof. J. W. W. Stephens, 
F.R.S., of Liverpool, will deliver the “Inaugural Address 
ae Functions of the Spleen (illustrated by lantern 
slides). 
LONDON CLINICAL 
Hospital. 
THURSDAY, Oct. 20th.—9 pPp.mM., Dyspepsia. 
Dr. John Ryle and Mr. Herbert Paterson. 
practitioners are invited. 
EUGENICS SOCIETY. 
WEDNESDAY, Oct. 19th.—5.30 P.M. (in the rooms of the 
Royal Society, Burlington House, Piccadilly), R. A. 
Fisher: Multiple Births in Man. 


AND 


SOCIETY, at the London Temperance 
Openers : 
All medical 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 


FELLOWSHIP OF MEDICINE AND POST-GRADUATE 
MEDICAL ASSOCIATION, 1, Wimpole-street, 

MonDay, Oct. 17th, to SATURDAY, Oct. 22nd.- _FELLOWSHIP 
OF MEDICINE. Special lecture at the Medical Society 
of London, 11, Chandos-street, Cavendish-square, W., 
on Monday, 5 P.M., by Sir Humphry Rolleston: 
Diagnosis and Treatment of Some Endocrine Dis- 
orders.—CENTRAL LONDON OPHTHALMIC HOSPITAL, 
Judd-street, W.C. Wed., clinical demonstration by 
Mr. Davenport at 4 P.M.—ALL SAINT'S HOSPITAL, 
Vauxhall Bridge-road, S.W. Thurs., 3 P.M., demon- 
strations by Mr. Attwater, Mr. Ainsworth-Davis, 
Mr. Coyte, and Mr. Loughnane. RoyYaL WATERLOO 
HospitraL, Waterloo-road, ». Fri., 3 p.m., lecture by 
Dr. Bernard Myers: The Sipatiioasine of the Enlarge- 
ment of the Spleen in Children. All of the above 
lectures and demonstrations are open to members of 
the medical profession without fee.—CENTRAL LONDON 
THROAT, Nose, AND Ear Hosprrar, Gray's Inn-road, 
W.C. Clinical course, all day.—CHELSEA HosprmraL 
FOR WomeEN, Arthur-street, S.W. Special course in 
Gynecology. Mornings and or afternoons.—-LONDON 
ScHOOL OF TROPICAL MEDICINE, Endsleigh-gardens, 
W.C. Tues. and Thurs., clinical demonstration at 
2 pm. by Dr. Low and Dr. Manson-Bahr.-—-RovAaL 
FREE Hospirat, Gray’s Inn-road. Wed., 5.15 P.M., 
lecture-demonstration by Dr. Heald.--PADDINGTON 
GREEN CHILDREN’S Hosprrar, Paddington Green, W., 
VICTORIA HOSPITAL FOR CHILDREN, Tite-street, Chelsea. 
Combined course in Diseases of Children, all day. 
NATIONAL HOSPITAL, Queen-square wie Special 
two months’ course in Neurology. F “ethe r informs ition 
from the Secretary, Mayfair 2236. 


WEST LONDON HOSPITAL, 
Hammersmith, W. 

MONDAY, Oct. 17th.—11 
Wards. 2 Pp.M., Mr. 

Dr. Ironside : Medical Out-patients. 
TUCESDAY.—10 A.M., Medical Registrar: Ward Demonstra- 
tion. 2 p.m., Mr. Sinclair: Surgical Out-patients, 

4.30 p.m, Dr. Shaw: Emphysema. 


POST-GRADUATE COLLEGE, 
a.m... Mr. Tyrrell Gray: Surgical 
Simmonds: Surgical Out-patients. 
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WEDNESDAY.—10 a.m., Dr. Owen: Medical Diseases of 
Children. 10 A.M., Dr. Burnford: Medical Wards. 
THURSDAY.—10 a.m., Dr. Grainger Stewart: Neurological 
Department. 2 p.mM., Dr. Ironside: Medical Out- 
— 3 Pp.M., Sir H. Simson: Gynecological 

fard. 


FRIDAY.—10 A.M., 
Mr. Addison : 
(lecture). 

SATURDAY.—9.30 A.M., 
and Ward List. 
of Children. 

Operations, Medical, Surg cal, 


Dr. Dowling : Skin Department. 
Operations ; Mr. Vlasto: 


2 P.M., 
Aural Vertigo 


Dr. Burnford : 


Bacterial Therapy 
10 A.M., 


Dr. Owen: Medical Diseases 
and Special Out-patientss 
daily 10 a.M. to 5 P.M.: Saturdays, 10 a.m. to 1 P.M. 
NORTH - EAST LONDON POST-GRADUATE COLLEGE; 
Prince of Wales’s General Hospital, Tottenham, N. 
Monpbay, Oct. 17th.—2.30 p.m. to 5 P.M., Medical, Surgical, 


and Gynecological Clinics. Operations. 
TUESDAY.—2.30 P.M. to 5 P.M., Medical, Surgical, Throat, 

Nose, and Ear Clinics. Operations. 
WEDNESDAY.—2.30 P.M. to 5 P.M., Medical, Skin, and Eye 


Clinics. Operations. 
THURSDAY.—11.30 a.m., Dental Clinic. 2.30 P.M. to 5 P.M., 
Medical, Surgical, and Ear, Nose, and Throat Clinics. 
Operations. 
FRIDAY.—10.30 A.m., Throat, Nose, and Ear Clinics, 
2.30 p.m. to 5 P.M., Surgical, Medical, and Children’s 
Diseases Clinics. Operations. 
LONDON SCHOOL OF DERMATOLOGY, St. John’s Hospital, 
49, Leicester-square, W.C. 
TUESDAY, Oct. 18th.—5 P-.M., 
logy and Mycology. 
THURSDAY.—5 P.M., Pathology Demonstration. 
7 tale FOR SICK CHILDREN, 


Oct. 20th—4 P.M., 


Dr. H. W. Barber: Bacterio- 


Great Ormond-street’ 


THURSDAY, Mr. Barrington-Ward : 


Hernia. 
Rey Al INSTITUTE OF PUBLIC HEALTH, 37, Russell-square, 
WEDNESDAY, Oct. 19th.—4 p.m., Prof. Lyle Cummins : 
Tuberculosis as a Social Disease. 
MANCHESTER ROYAL INFIRMARY POST-GRADUATE 


COURSE 
TUESDAY, Oct. 18th.—4.15 p.m., Dr. T. H. Oliver: 
Recent Views on Nephritis. 
FRIDAY.—4.15 P.M., Dr. J. Gray Clegg: 
Vision. 


Some 


The Field of 











Appointments. 


CLAXTON, VERA E., M.B., B.S. Lond., has been appointed House 
Surgeon to the New Sussex Hospital for Women and Children, 
Brighton. 

DEARNLEY, GERTRUDE, M.D., B.S. Lond., Consulting Gynzco- 
logical Surgeon to the Wembley Hospital. 

PINKERTON, NORAH D., B.Sc. Wales, M.B. Lond., M.R.C.S. Eng., 
Assistant Medical Officer of Health for Bath. 

Certifying Surgeons under the Factory and Workshop Acts : 
RoBERTs, J. F. M.D. Liverp. (Liverpool (Garston) District 
of the County of Lancaster); Hawes, W. A., M.B., B.S. 
Lond., D.P.H. (Stamford District of the County of Lin coln). 





PVacancies. 


For further information refer to the advertisement columns. 
Ashton- — Lyne, District Infirmary.—Res. Surg. O. At rate 


Bath nal and Wilts Central Children’s Orthopedic Hospital, 
Combe Park.—Asst. Res. M.O. At rate of £120. 

Bethlem Hospital, Lambeth-road, S.E.—Res. H.P. £25 per 
quarter. 

Birmingham and Midland Eye Hospital.—Res. Surg. O. £150. 

Birmingham Cripples’ Union and Royal Orthopedic and Spinal 
Hospital.—Sen. H.S. £150. 

Birmingham, Woodlands Open Air Orthopedic Hospital. — 
Jun. H.S. At rate of £150. 

Bristol Royal Infirmary.—Sen. Res. M.O. £200. 

Buaton, Derbyshire, Devonshire Hospital.—Asst. H.P. At rate 


of £150. 
Cambridge, Addenbrooke’s Hospital—Hon. Asst. P. to Out- 
At rate of £100. 


Patient Dept. 
Cancer Hospital, Fulham-road, S.W.—H.S. 

a London Ophthalmic Hospital, Judd-street, W.C.—Asst. 
Surg. 


Derbyshire Royal Infirmary, Derby.—Ophth. H.S. £15 
East London Hospital for Children and Disp. for Women, Shadwell, 
E.—H.P., H.S., and Cas. 0. Each at rate of £125. 
—- Royal Infirmary, Eye Dept.—Sen. Clin. Asst., &c. 
Peak: Hospital, 17 


2, Shaftesbury-avenue, W.C.—Asst. Radio- 
logist. £100. 
Greenwich Union.—Fourth Asst. M.O. £300. 





sate oy of St. John and St. Elizabeth, 40, Grove End-road, N.W. 
Infants Hospital, Vincent-square, Westminster, S.W.—H.P. At 
£7 


rate 








Ipsu’ ye Administrative County of Fast Suffolk.—Asst. 
)». £600. 
King’s College Hospital, Denmark-hill, S.E.—Hon. 
Also Jun. Phys. 
Lancashire County Council.—Asst. Dispensary Tub. O. 
ee Royal Infirmary.—Asst. Res. Surge. O. 
#1 


County 
Anzsthetist. 


£700, 
At rate of 


Metropo! tan Asylums Bourd, Mental OP ee Service. 
Asst. M.O. £560. Also Jun. A.M.O. £500. 
Metropolitan Hospital, Kingsland-road, E.—Sen. he 

Jun. H.P., Jun. H.S., and two Cas. O.’s. 
£100. 
ee go General Sept. —Asst. H.S. 
Norwich City.—Asst. M.O.H. and Sch. M. O. 


Second 


Sen. H.S., 
Each at rate of 


At rate of £150. 
£600. 


Oxford, Radcliffe Infirmary and County Hospital.—Hon. §&., 
fon. Asst. S., and Hon. Orthop. 8. 
Plymouth, South Devon and East Cornwall Hospital.— H.S. £5). 
Also Casualty H.S. 
a Royal Portsmouth Hospital—Cas. O. At rate 
oO 100. 
Rochester, St. Bartholomew’s Hospital.—Third Res. M.O. At 
rate of £175. 
Royal Chest Hospital, City-road, E.C.—Res. M.O. Also H.P. 
At rate of £150 and £100 rie ae ge so 
Royal London — Hospital, City-road, E.C.—Sen. H.S. 
At rate of £150. 
meet | National Orthopedic Hospital, 234, Great Portland-street, 
id e Registrars. Each £100. 
mal Northern Hospital, Miollowmay. -—Med. Reg. £100. 
Royal uw ‘aterloo Hospital for Children my Ww omen, Waterloo-road, 
S.E.—H.S. At rate of £100. Also Asst. Radiologist. 


Pt 50. 

St. John’s Hospital oy ‘ of Skin, 
Pathologist. £1 

Sheffield Royal Hos; Atal, —H.P. and H.S. Each at rate of £80. 

Warwick County Mental Hospital, Hatton.—Asst. M.O. £300. 

West End Hospital for Nervous Diseases, Regent’s Park, N.W.— 
Hon. Anesthetist. 

VW est Susser County Council and Bognor Urban 
County and Dist. M.O.H. £700. 

Willesden, General Hospital, Harlesden-road, N.W 
of Dept. for Dis. of Skin. 

Vacant appointments for Certifying Factory 
announced at Braintree (Essex) and at 
amptonshire). 


Births, Marriages, and Deaths. 


BIRTHS. 


M — < —On Oct. 3rd, at Dudley House, 
, the wife of Captain R. C. 
insane —On Oct. 
Commander F. 


49, Leicester-square, W.C.— 


D.C.—Asst. 
.—P. in charge 


Surgeons are 
Rushden (North- 





Beaumont-street, 
Malhotra, I.M.S., of a son. 
3rd, at Chatham, the wife of Surgeon- 
Cecil Rob nson, R.N., of a son. 


MARRIAGES. 
FRAZER—O’BRIEN.—On Oct. 8th, at St. Mary’s Gam. 
Hampstead, N.W., Robert Bruce Fair Frazer, L.R.C. 
Barrister-at-Law, to Kathleen O’Brien, M.B., Ch” 
daughter of P. J. O’Brien, M.D., of Middleton House, 


Middleton, Co. Cork. 

HaLL—KIRKPATRICK.—On Sept. 27th, at the Congregational 
Church, Wendover, Bucks, Squadron Leader Philip Augustus 
Hall, M.D., Royal Air Force Medical Service, to Christine 
Campbell, daughter of Mr. and Mrs. D. Kirkpatrick, Wallasey 

MILSON—POINGDESTRE.—On Sept. 27th, at the ree Church, 
Barnes, Ernest Henry Milson, M.R.C.S., L.R.C.P., of 
Ashford, Middlesex, to Grace Lyndon I -oingdestre, ania r 
of the late Mr. and Mrs. H. A. Poingdestre, of St. Heliers, 
Jersey, and Bedford. 

MorTON—SPENCER.—On Oct. 5th, at Sanderstead, Surrey, 
Eric Fetherstonhaugh Morton, M.R.C.S., L.R.C.P., to 
Constance Adolpha Spencer, elder daughter of Frederic 
W. Spencer, of Dunmore, Kingsbridge. 





DEATHS. 


ARMSTRONG.—On the 5th inst., aged 84 years, Henry Edward 
Armstrong, D.Hy., of the Brow, Wylam, Northumberland, 
formerly Medical Officer of Health for Newcastle-upon-Tyne. 

CLEMMEY.—On Sept. 27th, at Merton-road, Bootle, William 
Newlands Clemmey, J.P., M.R.C.S., aged 58. 

Evans.—On Oct. 9th, at Beechwood, Corfton, 
William George Evans, F.R.C.S., L.R.C.P., aged 70 years. 

HALLowEs.—On Oct. 3rd, at  Elmsdale, Buckland Hill, 
Maidstone, Adolphus Henry Blackwood Hallowes, M.R.C.S.; 
L.R.C.P., aged 83. 

O’CONOR. —On Oct. 8th, at Buenos Aires, 
John O’Conor, K.B.E., M.D., aged 63. 

PORTER.—On Oct. 5th, suddenly, at Sale-hill, Sheffield, William 
Smith Porter, M.D., aged 71. 


N.B.—A fee of ‘. 6d. is charged for the insertion of Notices of 
Births, Marriages, and Deaths«. 





Craven Arms, 


after a short illness, 


A sHORT account of the work done for the public 
health in Westminster has been issued by the Public Health 
Committee and distributed by Dr. Andrew Shinnie, the 
medical officer, in connexion with Health Week. 
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Notes, Comments, and Abstracts. 


BORDERLINE INSANITY. 


Bry Joun P. STEEL, M.D. Epm., 


DEPUTY MEDICAL SUPERINTENDENT, ST. LUKE’S HOSPITAL, 
MIDDLESBROUGH. 


RECENTLY there has been a great deal of discussion in 
the medical and lay press concerning the certification of the 
insane, and the discussion on the Report of the Royal 
Commission on Lunacy has brought the matter forward, 
especially from the point of view of certification. There 
seems to be no doubt that the present method of certification 
is, to say the least, not quite satisfactory ; and the alterna- 
tives suggested all bear upon either the early insanities or 
upon the insanities with a good prognosis. 

One of the gravest difficulties at present in dealing with 
State-aided (or ‘‘ pauper ’’) patients is that, once a certificate 
has been fully completed, a stigma is attached to the 
patient which will, in all probability, remain for the rest 
of his or her life, and which may prove a very severe handicap 
in obtaining employment. To the irrecoverable patient 
this matters little, hard though it may be upon the relatives ; 
but to the patient eventually discharged es cured it is always 
serious, and sometimes fatal, for the stigma may prevent 
resumption of the ordinary daily work, and the consequent 
disability may precipitate another attack. The wealthier 
sufferer who is able to take advantage of the ‘‘ voluntary 
boarder’ system has not the same disadvantage, as a 
definite mental breakdown can often be avoided by early 
recognition and treatment. For the bulk of the patients 
filling the public mental hospitals, however, such early 
treatment, or perhaps prophylaxis, is usually impossible, 
and the incipient mental breakdown has to be disregarded 
and the ordinary routine carried out until conduct definitely 


aberrates and certification is essential in the interests of the 
public. 
Without overlooking the etiological significance of 


mental capability, inherent weakness, &c., many such attacks 
can be classed as ‘“ industrial’’ insanities, and are due to 
stress and worry, whilst not a few follow definite mal- 
nutrition. Such cases are, in the main, recoverable. The 
mental attack is analogous to a physical condition, but the 
treatment is hardly the same at present; the sufferer from 
chronic nephritis does not undergo any medical or legal 
process which leaves a stigma for life. The physician alone 
is responsible and carries out treatment for the restoration 
of full economic output: indeed, the patient understands 
the condition and gives willing codperation in the treatment. 


The Fear of the Asylum. 

The subject of a mental attack, however, has frequently 
to be certified because of the potential danger. The patient 
who has a physical disability consults his doctor as soon 
as he feels the necessity, because he knows that it is 
essential ; if he is ordered to hospital he is sure that he will 
obtain help and sympathy from his employers and work- 
mates. The patient with some mental disability, on the 
other hand, dreads going to a medical man; and if his 
relatives notice mental symptoms they seldom suggest any 
medical attention in the early stages, for there is always 
the shadow of the ‘* asylum ”’ in the background. 

This fear of the ‘‘ asylum ”’ is the reason why so many of 
the temporary insanities are not treated before certification 
is essential ; no medical man sees the case until it is too far 
gone for ordinary hospital treatment. In other words, the 
case has been one of borderline insanity, or has been allowed 
to lapse into an actual insanity, just because certification 
is dreaded for its stigma. 

Some remedy should be found both for the sake of the 
patient and for the sake of the mental hospitals. The 
proposed ** provisional certificate ’’ will not inspire confidence 
either in patients or their relatives, because the latter will 
still consider that their friend has been “taken to an 
asylum,’’ and the same difficulty will arise after discharge, 
whether the certificate is valid for one week or one year. 
To the ordinary man a certificate is simply a legal tag, 
saying that a person has been insane, and to most people 
there is the addendum that the wearer is liable to become 
violently insane at any time, for the present conception of 
insanity is that of acute mania. 


The Neurological Clinic. 

Certification in the great majority of cases is the only 
right course, but there are many incipient insanities in which 
there is no real aberration of conduct. These are the cases 
in which every effort should be made to avoid certification, 
and perhaps the only way is to educate the public to recognise 
that insanity does not mean acute mania or acute melancholia 





alone. How this is to be done it is difficult to say, but the 
increase in the numbers of ‘‘ neurological ”’ clinics attached 
to general hospitals is certainly a great step in the right 
direction. Many patients have some slight unbalance, not 
enough for certification but quite sufficient to justify 
admission to a general hospital for rest or medical 
treatment. 

The great difficulty in this direction lies in the lack of 
beds for ‘*‘ neurological ’’ cases (using ‘‘ neurological’ as a 
euphonism for ‘*‘ borderline ’’), because the bed accommoda- 
tion in most general hospitals is very severely taxed already. 
In the larger infirmaries there are small wards for patients 
requiring special observation (from a mental standpoint), 
but the majority of the smaller hospitals have no such 
wards. 

The out-patient clinics seem to be the only method of 
detecting incipient insanities, and it is a great pity that 
more of general hospitals do not make provision for them. 
The public have, at present, a confidence in the ordinary 
hospital which they have not in the mental hospitals, and 
a patient will willingly accept advice given to him to rest 
in an ordinary hospital, but will fight very shy of any 
suggestion that he should attend at a mental hospital either 
for out-patient treatment or for advice. 

As so many of the ‘ industrial insanities ’’ have a very 
definite physical basis, it should be possible to arrange that 
certain beds (either existing or to be provided) be available 
for patients of the ‘‘ neurological”’ clinic, in which they 
shall receive all the medical attention necessary to avert an 
actual mental breakdown. 





A CONFERENCE ON INDUSTRIAL WELFARE. 


(From A SPECIAL CORRESPONDENT. ) 


THE conference of the Institute of Industrial Welfare 
Workers was held this year at Edinburgh, which is becoming 
so much a centre for meetings of this kind that it has been 
dubbed ‘* The "Geneva of Great Britain.”’ The Hostels 
Association’s splendid accommodation at Craigmillar lends 
itself readily to vacation congresses of every sort. 

The problem of industrial welfare in the technical sense 
is many-sided. As Mr. JACKSON, speaking as Chief Concilia- 
tion Officer, Ministry of Labour, pointed out at the recent 
meeting, the welfare departments have now passed the 
pioneer stage and it is possible to have a united and incor- 
porated body of welfare workers. The late war made us 
familiar with the superintendent of welfare and really 
established the value of the experiment; and though at 
first there was a good deal of opposition from labour, the 
advantages of the system were soon realised—at any rate 
in the more fortunate munition factories. 

Prof. JAMEs F. REEs (Birmingham) regarded the relation 
between employers and workpeople as one of the major 
problems of our time. The basis of this relation was the 
contract, and at one time this was supposed to be the sum 
and substance of the whole matter. But the implications 
of the wage bargain needed to be more carefully explored. 
Two modern movements converged in the conception of 
industrial welfare, the first being the desire on the part of 
the employer to provide something over and above what the 
law demanded or collective bargaining guaranteed. He 
might consider more closely the amenities of the factory or 
he might foster the interest in educational and recreational 
activities outside factory hours. His actions might have 
the good or bad attributes of paternalism ; for a person who 
felt the moral urge to do good to others was likely to fail 
unless he allowed them to coéperate in their own salvation. 
The second movement was the actual problem of manage- 
ment; what the Americans called ‘* personnel administra- 
tion.’"” In America there were much more elaborate forms 
of introducing the worker to the factory than there were 
in this country. A man should feel that his appointment 
had been based upon mature consideration and that the 
firm attached a real importance to the fact that he had been 
appointed. In Germany, under the new code, firms were 
forced by law to lay their balance-sheets before the Workers’ 
Council, though they were not forced to explain them. The 
new German code provided for an appeal to a special court 
in the case of dismissals. 

Prof. WILLIAM MCCLELLAND (St. Andrews) discussed what 
education could do for industry. Deeply embedded in the 
traditions of our educational system, he said, was an anti- 
thesis between a cultural education for a leisured class able 
to devote its time to liberal pursuits, and a useful education 
for the worker. Neither type in its pure form met the 
demands of a modern society, for now the “ leisured ”’ 
class had to engage in useful work and the “ 


working ”’ 
class had established their right to higher culture. 


And the 


kind of culture given in the so-called cultural courses was 
not the kind of culture which the modern worker needed. 
His culture should find points of contact with his everyday 
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activities and interests if it was to play any really effective 
part in his life. Much more valuable would be a culture 
organically related to his vocation and social activities, 
which would enable him to take an enlightened interest in 
his work, to understand its scientific basis and its technical 
and social relationships. Between the two types of education 
there was a gap to be bridged. 

Dr. Davip McKat (Factory Surgeon, Glasgow) discussed 
the maintenance of health in industry. It demanded, he 
said, the codperation of worker, employer, and the State. 
The necessary expenses should be a first charge on profits. 
In all the large factories a personnel department was a 
necessity from every point of view. This department must 
have a definite executive power in its own field and an 
allotted place in the councils of management of the factory. 
There was little use of a welfare system where the recom- 
mendations based on the experience gained were ignored 
or relegated to the indefinite future. Ventilation with 
pure fresh air was comparatively easily effected by the 
expenditure of power, and therefore with a definite oncost. 
To depend on natural forces for ventilation was to invite 
failure. Lighting of factories should be sufficient to prevent 
accident, eyestrain, and glare, and to encourage cleanliness. 
The inhalation of large quantities of any dust, whether 
Pp >isonous or not, was unhygienic. A considerable amount of 
chronic disablement among workers was due to this cause, 
although not easily brought home to the industry concerned, 
as some of the affected workers drifted to other employ- 
ment or, in the case of women, got married, so that the 
ultimate effects were lost sight of. The action of noise in 
impairing efficiency was not well understood. There could 
be no doubt that just as in time it impaired the hearing 
(e.g., in boiler-makers), it must cause a disturbance of the 
nervous centres which. in some persons, might have harmful 
results. Here, again, final results were lost sight of owing to 
the fact that people who found noise incommoding drifted 
into other occupations. Then there was the question of 
excessive speed of work. In the old non-mechanical days 
each individual made his own pace or rate of working and 
each came to be characterised as fast or slow. With 
machinery. the pace was uniform to a great degree. In the 
textile trades the worker could stop the machine as required. 
Sone found that the steadiness needed to ‘‘ make a pay ”’ 
under the eight hours’ day was a strain and that the bad 
oli ten hours’ day enabled them to take “ rests’ and feel 
more comfortable. Certainly the ‘“‘ rests ’’ mode was more 
hygienic. As there was a minimal production insisted on 
for an individual, so there should be a maximum production 
determined for each process on physiological grounds so as 
to regulate the pace and amount of work put out in a given 
time. Because a person was speedy that was no reason 
why he should be allowed greatly to exceed the minimal 
rate of working and output. Such voluntary speeding-up on 
the part of employees was likely to have disastrous results in 
nervous breakdowns, rheumatoid arthritis, and other serious 
complaints. Dr. McKail’s careful paper, prepared on the 
basis of extended study and practice as a factory surgeon, 
made a great impression on the conference. 

Mr. Lonemutr (Glasgow, President of the Scottish 
Society of Welfare Supervisors) exhibited a chart showing 
that March was the worst month for sickness. This is in 
accord with general knowledge. At present in Scotland, 
he said, they had only one holiday in spring and yet they 
had a week or so at New Year. He suggested that two 
days were ample at New Year and the balance should be 
added to Easter or the spring holiday. The New Year 
holidays were a relic of the days when each factory raised 
its own steam for power purposes and a week was required 
to clean the boilers. Under modern conditions that was no 
longer necessary. 

Dr. McKatIt said that there was a bigger strain on workers 
in the winter and the strain seemed to tell in March. He 
agreed that there should be an increased gap at Easter. 

Mr. Wi~LtIAM GRAHAM, M.P. (member of the Medical 
Research Council), dealt at the closing session with the 
place of industrial welfare in the community. He said 
that welfare work had to look constantly to the problems 
of industry at large so that the smallest scheme within the 
individual factory might have a definite ideal and direction. 
Much of the British reorganisation of industry on the 
purely public side was less effective than that undertaken 
in America or Germany. That tended to give these countries 
an advantage over Great Britain in export markets and 
America was able to make that advantage real even within 
the British Empire, as in the supply of motor-cars to 
Australia. Industrial welfare work of large vision would 
look to these problems. Further, industrial welfare work 
frequently suffered from suspicion as to motive. Many 
emplovers still regarded it as the beginning of interference 
with their freedom of control. On the other hand, many 
workers doubted whether they would have their place in the 
beneficial results of the increased efficiency under such 
schemes. No one disputed that greatly increased efficiency 
was necessary and urgent. 





A HOME FOR CHILDREN WITH RHEUMATIC 


HEART DISEASE. 


THE original ‘‘ Heartsease’’ home at West Wickham, 
for children suffering from rheumatic heart disease, was 
acquired by the Invalid Children’s Aid Association in the 
autumn of 1926, the first 28 patients being admitted in 
April of this year. On Oct. 6th an extension was opened 
by Lady Lennard, the additional accommodation having 
been made possible by gifts from King Edward’s Hospital 
Fund for London and the Ancient Order of Froth Blowers, 
which, as Sir Alfred Fripp explained, has provided 17 cots 
with an endowment of £500 each. 

Sir Charters Symonds, chairman of the Invalid Children’s 
Aid Association, said that the home was not a convalescent 
home in the ordinary sense, but a treatment centre for 
children with a prospect of recovery, and a place for research 
into the cause and prevention of heart disease. Children 
suffering from rheumatic affections of the heart required 
a prolonged rest, often beginning with a considerable peri 
in bed, and it required no great imagination to see that 
they would not be happy in homes with other children in 
whose games they must not take part. The Association 
had had the distinction of providing the first special home 
for children with heart disease seven years ago, a second 
home following four years later. The ‘‘ Heartsease ’’ home 
was to replace the second home, the lease of which had 
expired. The open-air ward might be regarded as the latest 
thing in modern construction of this kind. Special gratitude 
was due to Sir Henry Lennard, by whose generosity in 
waiving certain building restrictions the erection of the 
ward had been made possible, and the friendly reception 
given to the project by residents of the district had added 
greatly to the pleasure of carrying out the work. 


A SUCTION PIPETTE. 


THE micromethod of Linzenmeier for the determination 
of the sedimentation time of the red cells has secured general 
adoption. This method involves the mixture of a known 
quantity of blood and of citrate solution in the bulb of a 
special pipette. After being mixed in the bulb the mixture 
is blown into the stem and the red cells allowed to sediment. 
All those who have used this method have experienced the 
annoyance of having sucked too hard and thereby drawn 
the citrate-blood mixture beyond the bulb or of having 
blown too hard and lost the mixture. Dr. Jacques Stephani,' 
of Montana, has devised a simple modification which will 
he a boon to all those who have experienced these troubles, 
To the end of the pipette at which suction is applied Dr. 
Stephani attaches a length of vaselined rubber pressure 
tubing, to the other end of which is applied an ordinary 
glass tap. Suction is produced by closing the tap and 
sliding the rubber tube up the pipette. The suction can be 
stopped immediately when citrate solution and blood have 
entered the bulb of the pipette by opening the tap. After 
the blood and citrate solution have been mixed the tap is 
again closed and the blood forced into the stem of the pipette 
by movement of the rubber tubing along the stem of the 
pipette in the reverse direction. Dr. Stephani apologises for 
describing such a simple expedient in print, but the thanks 
of all who use this method and have not hit upon some such 
similar device are due to him. 


WANTED, A SKELETON. 


THE matron of an excellent charity would be grateful 
if any reader of THe LANCET would give her a skeleton, 
in a sufficiently perfect condition to make clinical lectures 
intelligible to the nurses of an obstetric hospital. If anyone 
is able to assist the matron we shall be happy to put him in 
communication with her. 


A PHILOLOGICAL IMPOSSIBILITY. 
To the Editor of THe LANCET. 


Str,—May I allude to the incorrect spelling of my name 
in your issue of Oct. 8th (pp. 764, 765)? The name 
** Heffernan,” or more fully, ‘‘ O’ Heffernan,” is the Anglicised 
form of the Gaelic ‘‘Ua h- Eichthighearndn,”’ meaning 
literally ‘‘ descendant of the horse-lord.”” There are two 
** O’Heffernans,”” and at least six ‘‘ Heffernans’’ on the 
Medical Register. The spelling ‘‘ Hefferman ”’ is philologically 
impossible, and always incorrect. 

I am, with apologies for troubling you, 
Yours faithfully, 
P. HEFFERNAN, 
Major, I.M.S. (ret.); Tuberculosis Officer, 


Oct. 10th, 1927. Derbyshire County Council. 


*,* We much regret the error, though it has brought in 
this interesting note.—Ep. L. 





2 Schw. med. Wochenschr., 1927, xxxii., 765. 





